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In presenting a discussion of this subject an 
attempt has been made to point out certain basic 
facts concerning the problem of tuberculosis 
and to emphasize the opportunities which prac- 
titioners of medicine have to assist in the con- 
irol of this disease. 

It has been over half a century since the 
tubercle bacillus was demonstrated as_ the 
etiological agent of tuberculosis. During the past 
thirty years certain movements regarding tuber- 
culosis control have occurred. They have been 
of marked educational value, and as a result re- 
newed interest in this disease on the part of the 
public has been aroused. Investigations have 
been carried on from both the clinical and epi- 
demiological points of view, so that we can now 
make certain observations regarding tubercu- 
losis with a fair degree of accuracy. Hospital 
facilities have been increased greatly. State 
health departments have been stimulated to 
make special studies of tuberculosis. As a re- 
sult of these investigations, administrative ma- 
chinery has been set up in certain states where- 
by the state departments of health with the aid 
oi the local health departments are attempting 
to carry on systematic control of this disease. 

During the past three decades the mortality 
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rate from tuberculosis has declined greatly. In 
the year 1900 the mortality rate from all forms 
of tuberculosis in the United States Registra- 
tion Area was 195.0 per 100,000 population. In 
1929 the same rate was 76.0 per 100,000 popu- 
lation. During this period there has been a de- 
cline of more than 60 per cent in the mortality 
trom tuberculosis. As a result of the efforts put 
forth and the measures instituted by various 
croups, a delay in the occurrence of death has 
been made possible, and a large number of peo- 
ple have had active tuberculous processes ar- 
rested. In spite of this remarkable reduction in 
mortality there still occurs in the United States 
an average of 100,000 deaths annually. It has 
been estimated that there are approximately one 
million persons in this country at all times with 
active tuberculosis. Opie has pointed out that 
the diminishing mortality tuberculosis 
has to some extent produced the impression 
that the control of the disease is assured. Infer- 
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ences from such data will do much harm if they 
suggest a relaxation of effort. The wide-spread 
prevalence of tuberculous infection as revealed 
by all methods of examination, including obser- 
vations made post mortem, demands considera- 
tion in any attempt to estimate the significance 
of the diminishing death rate from tuberculosis. 

During this period, however, there has not 
been a parallel reduction in the morbidity re- 
sulting from tuberculosis. Available evidence is 
in favor of the point of view that there has not 
been a decrease in the number of infected per- 
sons, 

It has been shown by workers in the United 
States and abroad that in various communities 
trom 11 to 95 per cent of the school children 
are infected with the tubercle bacillus as evi- 
denced by positive tuberculin reactions. In a 
large Eastern city, for the period 1926-1929, a 
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study of the tuberculosis infection rate was 
made in 4,000 school children by means of the 
intracutaneous tuberculin test. It was demon- 
strated that 37 per cent gave positive reactions 
at the age of five vears. At ten years 71 per cent 
gave positive reactions, 80 per cent at fifteen 
years, and 90 per cent at eighteen years. These 
results, taken from: a representative large urban 
area, indicate that in the cities at least there has 
heen no notable decrease in the incidence of in- 
fection. Aronson, working in two rural counties 
in Tennessee and one ir Mississippi, tested with 
tuberculin 1,175 white and 864 Negro children 
hetween the ages of 5 and 19 years. He demon- 
strated that 50.9 ner cent of the white and 60.4 
per cent of the Negro children gave positive re- 
actions with 0.01 mg. of tuberculin intradermal- 
ly. These observations indicate that the dissemi- 
nation of tubercle bacilli is still sufficiently 
wide-spread to bring about infections in a large 
percentage of all children before they reach 
adult life. 

There are two sources of infection with the 
tubercle bacillus, infected humans and infected 
cattle. The bovine tubercle bacillus produces in 
humans mainly the non-pulmonary forms of tu- 
berculosis. The infant and child population 
groups are more likely to be attacked with the 
bovine tubercle bacillus through the ingestion of 
infected raw milk. In the United States the con- 
trol of bovine tuberculosis has been carried on 
very successfully. This is evidenced by the 
marked decrease in morbidity and mortality 
from this type of infection. There has been a 
greater decline in the death rate from tubercu- 
losis among infants and children than in the 
adult population. Drolet has shown that in New 
York City for the period 1898 to 1928 there has 
been a decrease of 66 per cent in the mortality 
rate from pulmonary tuberculosis in the whole 
population, while the decrease in the rate for 
the non-pulmonary forms, confined mostly to 
children, has been 78 per cent. Orthopedic clin- 
ics in the large cities report decreases ranging 
from 20 to 50 per cent in the incidence of bone 
tuberculosis. Landis also has commented recent- 
ly on the marked decrease in the number of 
children in dispensaries and hospitals with cer- 
vical adenitis due to the bovine tubercle bacil- 
lus. These results have been brought about by 
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tuberculin testing of cattle, with the exclusion 
ef foci of infection from herds, and the pas- 
teurization of milk. 

While it would not be wise to relax our ef- 
forts in the control of bovine tuberculosis in hu- 
mans, it is well to exert a greater effort against 
the more importaiit human source if further ad- 
vances in the control of tuberculosis are to be 
made. We know that the tubercle bacillus is an 
ubiquitous organism. We know also that the di- 
sease, tuberculosis, is a “family disease”. While 
the infection may be acquired from casual con- 
tact and from a large number of foci, by far the 
most important focus of infection is the active 
case of pulmonary tuberculosis. Opie and others 
have demonstrated that infection occurs before 
the fifth year of life in 80 per cent of the chil- 
dren of families having a member with open 
tuberculosis and in only 20 per cent of preschool 
children in families not harboring a source of 
infection. Therefore, the number of infected in- 
dividuals increases with the opportunity for con- 
tact with active sputum-positive cases. Chronic 
forms of pulmonary tuberculosis expose and in- 
fect more individuals than the acute forms 
which cause death more rapidly than the chronic 
iorms. The chronic fibroid case is being found 
and recognized more frequently as one of the 
great sources of danger. These facts should 
serve to emphasize the great importance of the 
human reservoir of infection. 

Tuberculosis his many ramifications in the 
community. It is 2 disease which slowly creeps 
through the community and insidiously attacks 
all age groups. It does not cause, as a rule, very 
much disability in the early stages of the disease. 
As a result of the lack of early symptoms and 
clinicak signs a great many people allow the in- 
tections to reach a stage in which it is difficult 
to help the patient. Therefore, with such a dif- 
ficult problem, attention should be directed to 
the groups in the population which are likely to 
be attacked first by this infection. We know that 
infants and children are usually the ones in 
which the disease occurs as a primary infection. 
ln these two groups tuberculosis spreads rapid- 
ly and causes certain types of disease according 
to circumstances of exposure, dosage and viru- 
ience of the organism and the resistance of the 
individual attacked. 
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In infants and children, tuberculosis is mani- 
{ested in three forms. In infants who are con- 
stantly exposed to tuberculosis the various acute 
tvpes of the disease occur. These acute types as 
a rule are fulminating infections, such as tuber- 
culous meningitis and miliary tuberculosis which 
result in death of the patient in a majority of 
the cases. 

In children there occurs a type of disease in 
which there is a diffuse or circumscribed lesion 
in the lung with involvement of the tracheobron- 
chial lymph nodes that results from a first infec- 
tion of the pulmonary tissue with the tubercle 
bacillus. This is the usual type of tuberculosis 
which is seen and recognized as the childhood 
tvpe of the disease. It is thought that most 
adults who develcp pulmonary tuberculosis ac- 
quire their infections sometime during child- 
hood. It is also he!d that adult pulmonary tuber- 
culosis is the result of a reinfection from an 
exogenous or endogenous source. Very few in- 
dividuals are infected for the first time after 
they reach adult life. There is, however, some 
difference of opinion regarding this point of 
view. 

Krause states that a great permanent effect 
could be exerted toward the eventual control of 
tuberculosis in later life if the disease in chil- 
dren could be thoroughly healed. The prognosis 
in childhood tuberculosis is usually good. The 
mortality rate in children with this type of tu- 
herculosis is low as compared with the number 
of children infected. This means that in most 
cases there is an unusual ability on the part of 
the child to care for the infection. If infected 
children were placed under treatment, it seems 
reasonable to expect that the incidence of active 
pulmonary tuberculosis in adult life would be 
greatly decreased. 

The other type of infection with the tubercle 
bacillus appears in children ranging in age from 
10 through 17 years. In this group, usually 
spoken of as the high school group, parenchy- 
matous involvement of the lungs is often pres- 
ent and represent; in many instances a continu- 
ation of primary infections received earlier in 
life. Females of this age period are especially 
likely to be attacked and the disease is likely to 
reach an advanced stage before it is recognized. 
The prognosis of active pulmonary tuberculosis 
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in this age perioc is poor. In this adolesceut 
group the disease is now assuming greater pro- 
portions. 

There is an attitude on the part of some peo- 
ple to overlook the fact that tuberculosis may 
be best controlled by emphasizing the problem 
in children. It might be well at this point to re- 
view the measures which are available and use- 
ful to physicians in the diagnosis of childhood 
tuberculosis. 

A careful history of exposure of a child to 
an active case of tuberculosis is of prime im- 
portance. A history of exposure cannot always 
be obtained, but when it is present it is of great 
value. Opie and McPhedran found seven times 
as many and Rathbun found nine times as many 
cases of tuberculosis in children who had a his- 
tory of exposure to an active case of pulmonary 
tuberculosis as in children with no history of ex- 
posure. 

Many children have the childhood type of tu- 
berculosis without manifesting any symptoms. 
Those apparently in good general health may 
have a progressive focus of the disease. Either 
the childhood or the adult type of tuberculosis 
may be present in overweight, average weight, 
er underweight children. Hetherington com- 
pared the weight in relation to tuberculosis in- 
fection and came to the conclusion that weight 
cannot be used as an index of tuberculosis until 
the disease has undermined the health of the 
individual. The usual symptoms of tuberculosis, 
such as fatigue, cough and fever, may be pres- 
ent in children with the childhood type of the 
disease, but they are more likely to be absent in 
a large percentage of the cases. Involvement of 
the pleura may be present in children without 
producing symptoms. When the above symp- 
toms are present they may be of great assistance 
in the diagnosis. The absence of symptoms, on 
the other hand, should not deter one from mak- 
ing a tentative diagnosis and instituting further 
examinations. 

It is not possible, as a rule, to demonstrate 
physical signs in childhood tuberculosis. Numer- 
ous signs have been described but they are very 
rarely elicited. Even though lung findings are 
present infrequently, a careful examination 
should be made. If nothing is found on physical 
examination by which a diagnosis of tubercu- 
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losis can be made, other defects may be discov- 
cred which if remedied would assist greatly in 
the eventual recovery of the patient. 

Tuberculin was first produced by Koch. In 
the beginning it was subjected to many abuses 
and there is still a great deal of confusion as to 
its value. The confusion which now exists prob- 
zbly arose as a result of its use in the treatment 
of tuberculosis soon after its discovery. At the 
present time the therapeutic use of tuberculin 
should be confined to only a few conditions 
which are considered to be associated with the 
tubercle bacillus as the etiological agent. 

The most important use of tuberculin is in 
the detection of infected individuals. It may also 
be used to estimate the prognosis in cases of tu- 
berculosis and to determine the distribution of 
tuberculosis infection in various population 
and communities. Positive tuberculin 
tests in school children will afford the physician 
an opportunity to trace and discover the sources 
of infection which are usually active cases of 
pulmonary disease in the home. It is possible by 
this measure to find and eliminate foci of infec- 
tion in the community. 


groups 


There are several methods by which tubercu- 
iin may be used for the purpose of detecting in- 
dividuals infected witi tubercle bacilli. The cu- 
taneous test, first devised by Pirquet in which a 
small area of skin is scarified and a drop of old 
tuberculin applied to the abraided surface, is 
still used by some workers. The intracutaneous 
test of Mantoux is now accepted by most work- 
ers as being more accurate than the cutaneous 
method. The intracutaneous test is performed 
by injecting a solution of known strength of 
tuberculin intradermally. It is possible to stand- 
ardize the technic and to inject definite 
amounts of tuberculin by this method. Aronson 
reports 25 per cent more positive reactions with 
the intracutaneous test than with the cutaneous 
test. According to Casparis, the Pirquet test will 
give only approximately 50 to 65 per cent of 
the positive reactions while the intracutaneous 
test, if given in sufficient strength, will give al- 
most 100 per cent positive reactions in infected 
individuals. 

In a recent study by Hart of 1,030 patients 
with tuberculosis, only 3.7 per cent failed to 
show positive reactions to tuberculin when in- 
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jected with 0.1 mg. (1-1000 dilution) intrader- 
mally. In the group of patients who failed to 
give a positive reaction to 0.1 mg. (1-1000 dilu- 
tion) certain conditiors were found to be pres- 
cnt, (1) advanced pulmonary tuberculosis with 
toxemia, (2) a few cases of bone or joint tuber- 
culosis and a few non-toxic cases of active tu- 
berculosis with positive sputum, and (3) a few 
cases either quiescent or approaching quiescence. 
It should be added that during or following re- 
covery from the acute infectious diseases and in 
any chronic debilitating condition an individual 
with a tuberculous focus may give a negative 
tuberculin reaction. Thus it can be seen that in 
cnly a few conditions in which tuberculosis is 
present does the tuberculin test fail to reveal 
those who are infected. 

A positive tuberculin test means that the 
individual is harboring a tuberculous focus con- 
taining live bacilli. This does not mean that the 
lesion is progressive and producing symptoms. 
A positive tuberculin test in infants and chil- 
diren under five years of age indicates grave tu- 
berculous infection resulting from recent per- 
sistent exposure. It should be a warning sign for 
immediate examination, supervision and treat- 
ment of the child. In children over five years of 
age a positive tuberculin test may or may not 
mean that the focus of infection is progressive. 
It does, however, call for careful observation 
of children in this age period. The prognostic 
significance of positive tuberculin reactions 
(liminishes with increasing age. The intensity 
of the tuberculin reaction is in a general way a 
measure of the significance of the infection, but 
accurate deductions as to the extent or stage of 
the underlying lesion cannot be drawn from the 
tuberculin test. 

It should be emphasized that while the tu- 
berculin test is of great value in the diagnosis 
of tuberculosis in early life, this test can be of 
great importance when negative. A definitely 
negative reaction usually indicates that the in- 
dividual does not at the time he is tested have a 
tuberculous focus containing live tubercle bac- 
ii. The tuberculin test offers the practitioner 
of medicine a very important diagnostic aid as 
regards tuberculosis in children. 

The use of roeitgen ray examination in the 
diagnosis of tuberculosis is now recognized as 
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an almost routine procedure. Roentgenologic ex- 
zmination furnishes a measure of the severity 
of the tuberculous infection by revealing the ex- 
tent and character of the lesion. Another ad- 
vantage of the roentgen ray examination is that 
by this method it is possible, by taking serial pic- 
tures, to follow the progress of the pathological 
lesions of the patient and in this way to give a 
more intelligient prognosis. 

All of the various procedures which have been 
enumerated should be employed in making a 
diagnosis as no onc method is satisfactory when 
used alone. It should be remembered that in 
children with childhood tuberculosis there may 
be no history of exposure to, or symptoms of, 
tuberculosis and the physical examination may 
reveal nothing of significance. It should be em- 
phasized that each patient represents a distinct 
problem. For this reason all available methods 
applicable in the diagnosis of the childhood type 
of tuberculosis should be used. Of the pro- 
cedures available it will be found that the tuber- 
culin test and roentgen examination are more 
helpful and reliable than any others in reaching 
a diagnosis. A great contribution to the control 
of tuberculosis could be made if those engaged 
in the practice of medicine would more univer- 
sally accept this idea and apply the procedures 
which have been discussed. 

It is well at this point to call attention to the 
procedures that may be instituted toward treat- 
inent and control of tuberculosis in children. 
One of the most important points to empha- 
size is to break the contact between the pa- 
tient with active tuberculosis and those in close 
association with him. If exposure is allowed to 
go on, repeated reinfection may cause contacts 
to develop one of the fatal types of the disease. 
The source of infection should be removed 
when possible. When this is not possible, further 
contact with the patient in the home should be 
discontinued. The prevention of further infec- 
tion should be the first step that one attempts 
in every case. If this 1s possible, a great many 
children who have been infected by contact are 
able to heal the lesions they have already ac- 
quired without the institution of any other pro- 
cedure. 

It is advisable to observe infected children as 
they should be considered potential cases of the 
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adult type of tuberculosis. Children with the 
adult type of parenchymal pulmonary involve- 
ment should be treated as any case of pulmonary 
tuberculosis. The treatment of most cases of the 
childhood type of tuberculosis is based on phy- 
siological principles which involve the super- 
vision of physical activity, rest, and diet. Extra 
rest periods for children with this type of the 
disease are considered advisable. Inclusion of 
vitamins in addition ‘o those present in a bal- 
anced diet is necessary. Physical defects which 
may prevent the growth and development of the 
child should be removed. In most cases of child- 
hood tuberculosis, if these measures are carried 
out, a majority of children will be able to heal 
their lesions. 

It is necessary to keep in touch with children 
presenting this type of tuberculosis so that other 
measures may be instituted in the occasional 
case that does not respond to the ordinary pro- 
cedures. It should be emphasized that tubercu- 
lous foci in children are a constant source of 
danger not only in childhood, but also in ado- 
lesence and adult life. These foci may suddenly 
become active even though they may appear to 
be retrogressive. The amount of protection af- 
forded the child depends upon the strength and 
integrity of the fibrous tissue enclosing the areas 
of the disease. We have no means of measuring 
this. Healing is a slow process and it may take 
a long time. 

What are the advantages in the control of 
tuberculosis in chiidren? The childhood type of 
tuberculosis presents what may be called the 
golden opportunity for preventive work in tu- 
berculosis. Childhood is often spoken of as the 
“seed time of tuberculosis” and it is the period 
in life when the disease first attacks the indiv- 
idual. Therefore, it is the most important period 
in the history of tuberculous infection because 
it represents the true incipient stage of the di- 
sease. It is possible to effect a more rapid and 
permanent cure at this stage of the disease than 
at any other period of the infection. 

It should also be emphasized that, fortunately, 
tracheo-bronchial tuberculosis is not only cur- 
able but also it is not communicable since the 
infecting bacilli are still enclosed within the 
gland capsules and have not spread to the paren- 
chyma of the lungs. By curing patients before 
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the disease extends into the pulmonary tissue 
we not only offer the patient a better opportun- 
ity to remain free from disease in later life, but 
we also protect the public from potential foci of 
infection: 

Casparis states that although a great deal of 
educational work has been done and much lit- 
erature concerning prevention distributed, most 
of the efforts have produced only superficial 
results in that they rarely reach in an effective 
way those who need educating. For prevention 
to be effective, it is necessary to come into ac- 
tual contact with the individual in whom tuber- 
culosis is found. It is apparent that a great 
amount of effective educational work can be 
done by physiciars in prevention and control 
with respect to tuberculosis in children since co- 
operation with parents and other members of 
the family is likely to be better when they are 
iaced with a concrete example, especially in 
children. Instructions will be carried out more 
carefully under such circumstances. Therefore, 
it should always be kept in mind that when we 
institute control measures in children with tu- 
berculosis we fail to complete the task if we ne- 
rlect to give accurate information concerning 
tuberculosis and attempt to educate those con- 
cerned with the management of the particular 
case at the time it arises. 

It should be emphasized, finally, that the 
measures for the control of tuberculosis in chil- 
dren can be instituted at a much lower cost than 
is the case with tuberculosis in adults. While 
it is necessary to have institutions for tubercu- 
lous children, it is possible to care for a great 
many of them at home more easily and with 
yteater success than in the case of adults. The 
long period of hospitaliaztion required for 


adults is not necessary in the average child with 


tuberculosis. The cost of cure in children is very 
small in comparison with the protracted, ex- 
pensive treatment in adults with active pul- 
monary tuberculosis. Both the family and the 
community are benefited by instituting control 
measures against tuberculosis in children. 
What most children with childhood tubercu- 
iosis need is an opportunity to allow their le- 
sions to heal. The first problem that arises in 


affording this to children is the recognition of 
the disease. It is almost always true that the 





Ke_ter—The Relation of the Practicing Physician to the Control of Tuberculosis 


practicing physician has the first opportunity 
not only to ascertain the presence of tuberculosis 
but to aid in its preventiun. It is the physician 
in most instances who {first sees the actual or 
suspected case of tuberculosis. If the preblew 
of tuberculosis could always be kept in mind and 
this disease suspected or considered in making a 
diagnosis a great many more cases could be dis- 
covered by physicians in a stage when the prog- 
nosis is good. New knowledge with reference to 
childhood tuberculosis has brought to the phy- 
sician greater responsibilities for the cure and 
prevention of this condition. In no instance is 
the obligation of the physician in the cure and 
prevention of disease more binding than in the 
prevention of tuberculosis. This obligation is 
not lessened because of the presence of agencies 
having for the purpose of their existence the 
cradication of this and other diseases. The 
physician represents the first line ci defense 
against tuberculosis and no organized campaign 
against tuberculosis or any other disease can be 
carried to a successful conclusion without the 
assistance, vigilance and support of the prac- 
titioner. 

Since a great responsibility for the contrci of 
tuberculosis rests with the practitioner of medi- 
cine, facilities for assisting him to become better 
acquainted with the problem should be made 
available. It is likely that physicians have de- 
pended in too great measure on public health 
agencies for the control of tuberculosis. The 
public health agency can make definitely greater 
contributions toward the control of this disease 
by assisting physicians to become more familiar 
with the problem. Local health departments 
should be used as centers where, with the aid 
of state health departments, diagnostic clinics 
could be held. Physicians could attend such 
clinics and participate in the examination of pa- 
tients. On the other hand, physicians can ren- 
der a great service to local health departments 
by reporting their cases of tuberculosis, in the 
examination of contacts, and in reenforcing the 
efforts which health departments are making in 
the supervision of tuberculosis patients in the 
home. 

Another opportunity which may be presented 
to the medical profession in the control of tuber- 
culosis is the use of sanatoria for tuberculosis as 
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centers of instruction, especially in diagnosis, 
for physicians. A great many institutions of 
this kind are affiliated with medical schools and 
furnish satisfactory instruction to students. 
This type of service should be extended to prac- 
tictng physicians who are confronted daily with 
this problem. 

State tuberculosis institutions could also be 
utilized for the purpose of offering instruction 
in the diagnosis and treatment of this disease. 
Courses of systematic instruction in such insti- 
tutions would furnish to physicians of a state 
an opportunity to become more familiar with the 
sroblem of tuberculosis. Such a plan should 
Le possible without any great change in the 
equipment or personnei of the institutions. By 
conducting such courses of study at definite in- 
tervals there would be distributed over a state 
a large number of physicians interested in tu- 
berculosis. Such a pian would, in time, be of 
value in the control of this disease, and tuber- 
culosis institutions, while they are at the present 
time rendering a great service, would make even 
a greater contribution in regard to the control 
of this disease. 

In summarizing this discussion, certain points 
should be emphasized. While there has been 
a marked decline in the mortality rate from tu- 
berculosis there has been no parallel decrease in 
the number of individuals infected with the tu- 
bercle bacillus. The human reservoir of infec- 
tion at the present time is more important as a 
source of tuberculosis than cattle. Control 
measures against tuberculosis should be directed 
toward the disease in adults and emphasis should 
de placed on the problem in children. By doing 
this it will be possible to place under supervision 
those whom the disease first attacks and in whom 
the prognosis is good. It is also probable that, 
in placing infected children under observation 
and treatment, pulmonary tuberculosis may be 
prevented in adult life. In the diagnosis of the 
childhood type of tuberculosis the intracutaneous 
tuberculin test and roentgen ray examination 
are most valuable to the physician. The prac- 
titioners of medicine have a definite responsi- 
bility as regards the control of tuberculosis due 
to the fact that patients present themselves first 
to them for diagnosis. In assisting physicians 
with this problem, local and state health depart- 
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ments can be of service by providing clinics and 
consultation service. Tuberculosis institutions, 
both private and tax supported, may also render 
a greater service by extending to physicians fa- 
cilities of the institutions, whereby physicians 
may be able to obtain instruction as to the diag- 
nosis, treatment and prevention of this disease. 
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DISCUSSION 


T. Paul Haney, Jr (McComb): As stated by Dr. 
Keller in his splerdid paper, renewed interest in 
tuberculosis on the part of the public has been 
aroused and is due to the great accomplishments 
that have been effected in the control of this di- 
sease. This interest must be guided by the physi- 
cian into intelligent channels, if future control is 
to be effective. It is the physician’s responsibility 
to assure the patient that tuberculosis can be ef- 
fectively treated and cured, if found in time. If 
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the public has this assurance, I feel that it will re- 
move the fear of tuberculosis that still exists in 
the minds of the public. 

Although hospital facilities for the care and 
treatment of tuberculosis cases have been greatly 
increased, such facilities are still far inadequate 
to take care of the total cases; therefore, some type 
of home treatment and home care is necessary and 
will be necessary for several years to come. Here 


it is that tha family physician has a most impor- " 


tant part in the program of tuberculosis control. 
Although state and Federal agencies have set up 
excellent administrative machinery, of which we 
are very appreciative, there has not been a solu- 
tion offered for the problem as it exists outside the 
hospitals. 


There has been great progress made in the con- 
trol of tuberculosis since 1900. I wonder if the prog- 
ress is as great as it would seem from study of the 
reduction of the death rate in the United States 
registration area from a rate of 195 in 1900 toa 
rate of 76 in 1929. Is this a true statement of exist- 
ing conditions? Has not tuberculosis been the cause 
of death in many cases that have been reported as 
from other causes? Let me emphasize Dr. Keller’s 
statement that inference from this data must not 
result in relaxation of effort on the part of the 
physicians. 


Dr. Boswell has repeatedly stated that the physi- 
cian must be constantly on the lookout for tuber- 
culosis. The program as outlined by Dr. Keller in the 
use of the tuberculin test and roentgen ray in case 
finding is worthy of serious study by every physi- 
cian in our state. There is no reason why every 
physician in Mississippi should not use the tuber- 
culin test as frequently as he would a urinalysis 
or a blood count. In Pike County since January ist 
we have tuberculin tested 438 people. Our findings 
have been as follows: Under ten years of age 50 
per cent were positive; from 10-14 years of age 61 
per cent were positive; from 15-19 years of age 77 
per cent were positive; from 20-29 years of age 83 
per cent were positive; from 30-39 years of age 89 
per cent were positive; and above 40 years of age 
$3 per cent were positive. It is true that a large 
per cent of the persons tuberculin tested were fa- 
milial contacts of active cases of tuberculosis. How- 
ever, results of other workers agree with our find- 
ings fairly accurately. 

The tuberculosis program of the Pike County 
Health Department is conducted in close cooperation 
with the Pike County Medical Society and the Pike 
County Tuberculosis Association. There is no local 
hospital or sanatorium for the treatment of tubercu- 
losis available in Pike County. The quota of this 
county in our State Hospital is only about five or 
six. We are, therefore, making an attempt to use the 
tuberculosis cottage or its equivalent, a well con- 
structed screen porch, in the home care of the 
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known cases. The cottage used is a modification of 
the Burr Cottage previously used in this and other 
states. It is believed that the cottage plan properly 
carried out is a practical one, but it is not intended 
or offered with any idea that it can completely re- 
place or be as effective as sanatorium care. 


The care of the patient located in the tubercu- 
lesis cottage is under the direct control and super- 
vision of the patient's family physician. The health 
department personnel visit the patient and make 
reports to the family physician of their visits. 
Treatment of the patient is left entirely in the 
hands of the family physician. Health department 
nurses visit the patient at from weekly to month- 
ly intervals. Routine service is carried out, which 
iucludes special emphasis on prevention of spread 
of the disease and necessity for frequent physical 
examination by a physician of all tuberculosis con- 
tacts. All contacts are urgently advised to submit 
themselves to a tuberculin test, and, if this test 
proves positive, every possible effort is made to 
follow it with roentgen ray examinations of the 
chest, if necessary. 


Community educatione] work for the control of 
tuberculosis is done most efficiently by the family 
physician. His opportunity for the work is greater 
than that of any other individual or organization. 
The public health nurse, members of the health 
department personnel, members of the County Tu- 
berculosis Association, and other auxiliary organi- 
zations can do a most effective educational work 
through their club activities and through personal 
instructions. Publicity should be carried on by the 
health department and the County Tuberculosis 
Association co-operating with the State Department 
of Health, the State Bureau of Tuberculosis and 
the State Tuberculosis Association. 


Every county health department should strive to 
have regular tuberculosis diagnostic clinics carried 
or in the county. This can be done, and I feel it 
will be done in the near future in Mississippi by 
the co-operation of the State Health Department 
and members of the medical staff of the State Tu- 
berculosis Sanatorium. Roentgen facilities should 
be available, and, where possible, provision made 
for hospitalization or care in a tuberculosis cottage 
of the active cases found. 


Dr. D. J. Williams (Gulfport): I think it is par- 
ticularly appropriate at this time to present to this 
Association, and especially to this Section, the 
immediate past president of the Woman’s Auxiliary 
to the American Medical Association. The Wo- 
man’s Auxiliary to the Mississippi State Medical 
Association has as their major work in Mississippi 
the support of a Preventorium for the prevention 
of Tuberculosis at our Sanatorium. I take pleasure 
in presenting Mrs. Arthur B. McGlothlan of St. 
Joseph, Missouri, immediate past president of the 
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Woman’s Auxiliary to the American Medical Asso- 
ciation. 

Mrs. Arthur B. McGlothlan (St. Joseph, Mo.): I 
am the immediate past president of the Woman’s 
Auxiliary to the American Medical Association and 
if I may be allowed, I would like to say just a 
word about what the Auxiliary has done by way of 
education in the prevention of tuberculosis. Two or 
three of the State Auxiliaries have carried on an 
intensive campaign of education under the direc- 
tion of their state medical officer, the State Tu- 
berculosis Association and their State Department 
of Health, by means of an essay contest on the pre- 
vention and cure of tuberculosis in the junior or 
senior high schools of the states, and the results 
of these contests have been very gratifying. Sev- 
eral thousands of children took part in these essay 
contests, and we feel that the educational work— 
the medical profession of the state feel that the 
educational work—done by these essay 
has been very worth while. 


Dr. N. C. Womack (Jackson): Many years ago 
ir. a paper, I made the statement that tuberculosis 
was essentially a disease of infancy and childhood, 
and that its eradication would depend upon the 
recognition of that fact. At that time in a series 
of 250 cases from my own files, not acutely ill, 45 per 
cent showed a positive tuberculin reaction. My rec- 
crds since that time will not differ very much from 
that. Dr. Haney says 5 years to 6—under 5 years 
is correct. Over that age we pay very little atten- 
tion unless the other signs of tuberculosis are pres- 
ent, which are low hemoglobin, and under-weight, 
and history of continued contact. It has been my 
experience during this time that the contact came 
largely from the parents. It is a difficult matter 
to convince a mother or a father who are perfectly 
well and have been all their lives, that they are 
the infecting factor in their child’s life; however, 
it is my belief that 90 per cent or more obtain their 
infection from the parent. They sometimes get it 
from outside contacts—other  relatives—grand- 
parents—I have a serious indictment against grand- 
parents living in the house with little children, par- 
ticularly the kind that live a long time, are thin, 
con not work—the happiest people in the world—, 
delightful people to have around, but with a cough 
that manifests itself early in the morning, lasts 
for an hour or two and the balance of the time is 
not present. These are often chronic carriers of tu- 
berculosis, and they infect children and grand- 
children. 

I do not get excited when a child shows a posi- 
tive skin reaction, unless it shows the other signs, 
which have already been mentioned. I believe it 
is a disease that we wili finally get the best of. It 
has been my experience that mothers who had tu- 
terculosis 25 years ago and were considered cured 
will still transmit that infection to the new-born. 
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The first year of life is the sensitive stage of life, 
that is, they are more likely to get an infection 
then than any other time. It has been the rarest 
thing in my experience that an infant born to a 
known tuberculous mother did not show a positive 
reaction by the time it was twelve months of age. 
It is not a thing to make a difficult problem of. In 
a child who shows a tubercular reaction, relieve 
first any focal infections, bring the child up to its 
full weight and then let it live its own life. 

I want to thank the doctor for his paper. It is 
in line with the most modern thought of tubercu- 
losis, its incidence and control and I was awfully 
glad to hear it. 

Dr. W. H. Frizell (Brookhaven): I did not get 
here in time to hear Dr. Keller’s paper, but as Dr. 
Womack has suggested, tuberculosis control is 
essentially an educational program—must be pri- 
marily and continually so. It may be news to some 
of you, to know that it was a Mississippi local 
Medical Society that put on the first public educa- 
tional program against the spread of tuberculosis 
not only in the state but in the United States so far 
as records go. Our Tri-County Medical Society 
(Copiah-Lincoln-Pike), back on July 23, 1919, put on 
an all-day public program before the Mississippi 
Chatauqua Society at Crystal Springs. They gave us 
a day on the program. We had five papers, I believe, 
on the different phases of education for the preven- 
tion of tuberculosis. When Dr. Keller recited the 
condemnation of the child being infected by the 
parent, it brought very vividly-to my mind sta- 
tistics that one of the essayists, the late Dr. J. H. 
Johnson of Brookhaven, got from the records at 
Washington on the trarsmission of tuberculosis to 
the family through the Negro servant, the nurse, 
the washerwoman, the cook, etc., coming in direct 
contact with your child. We had a most delightful 
program that day. We were pioneers in that line 
and didn’t know it. 

Dr. V. B. Harrison (Clarksdale): I have enjoyed 
Dr. Keller’s paper, but I notice that so far very 
little has been said about the economic side of 
tuberculosis. In Coahoma County last year, our 
survey showed that there were 56 deaths from tu- 
berculosis of which 52 occurred in Negroes. Most 
of the Negroes were plantation tenants and unable 
to care for themselves, nor were the planters in a 
position to offer much assistance. The housing 
condition of tenants usually consist of a two-room 
“cottage” and not suited for the proper care to tu- 
berculosis. 

In the past, the Board of Supervisors has been 
sending the county’s quota of five cases to the san- 
atorium, or actually using the sanatorium as a 
“dumping ground”. Now, five cases in the sanator- 
ium will in no wise touch the county’s tuberculosis’ 
vroblem. From the previously quoted figures the 
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estimated death rate from tuberculosis is 122, or 
about twice that for the United States as a whole. 


Recently I went before the Board of Supervisors 
and presented a plan for the local care of tubercu- 
lous cases. I think it is a good policy to use the 
sanatorium for what it was intended and not as 
an isolation hospital or “dumping ground”, We have 
found that home patients who have had previous 
sanatorium training make excellent cases for home 
eare. To keep five cases in the sanatorium until 
they die or are discharged costs the county $1800.00 
a year. We can send 24 cases to the sanatorium for 
a one month period for a total yearly cost of 
$720.00. During this period they can receive the 
benefits of examination and training and be re- 
turned to the county. On returning to the county 
cach case can be furnished with a cottage of the 
Burr type for an additional $720.00; in other words, 
we are taking care of 24 cases a year for $1440.00 in 
contrast with the present plan of five cases a year 
for $1800.00, or a saving of $360.00 a year. After 
the first year there will probably be no need for 
building more cottages as our statistics show that 
about half of our recorded cases die within one 
year after they are apprehended. This is due to 
the fact that most cf the reported cases are in the 
advanced stages of the disease. 


After the first year of the program, one case 
per month or a total of 12 cases per year to be 
maintained at the sanatorium should care for the 
problem. The maintenance program would cost 
$360.00 per year, or the whole program would cost 
$3240.00 for five years and care for 72 cases. Con- 
trast this program with the present one which cares 
for from 5 to 25 cases, depending on the turnover, 
for a five year period at a cost of $9000.00. By the 
proposed plan the county would save $5760.00 and 
care for a minimum of 47 more cases. 

I have approached the problem of tuberculosis 
from a community standpoint for I am sure that 
we now realize that tuberculosis has ceased to be 
an individual problent economically. It is unneces- 
sary to add that when we laid this program before 
the Board of Supervisors that they were interested, 
for every governmental agency is interested in sav- 
ing a dollar. I believe that the superintendent of 
the state sanatorium would also be interested in a 
program that would create a better use of the san- 
atorium facilities. 

Dr. Joe E. Green (Laurel): We are not going to 
run this into intestinal obstruction or spinal anaes- 
iesia discussion—however, this is more important 
han either of those discussions. The essayist doc- 
tor must have had in mind that this is not really 
dependent on the veneral practitioner, because that 
was the title you may say of his paper. Many of 
you here know in your heart that you are not go- 
ing to make the minute detailed study that you 
would like to make, but I for several years have 
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been interested in children—I believe that although 
we are here in almost gun-shot distance of the 
greatest tubercular sanatorium in the world, one 
of the best minds in America at the head of it 
along tubercular lines, yet Henry Boswell can only 
help in treating tuberculosis in children. I think 
if we doctors wouli take more time in looking at 
our children that we never put our hands on, and 
talking to tha mothers—telling them the child has 
positive signs of tuberculosis, we could get better 
information that would be worth while. I do not 
dc that—I never tell a poor woman who is the 
mother of six or seven children in poor surround- 
ings, when she comes to me nervous, saying Sally 
broke her leg and Johnny has colitis and on down 
the line—I do not tell that mother that a great 
nercentage of little children under five years have 
tuberculosis. I do not think it is right, unless you 
have a direct reason for that, but in practically all 
these cases if you will observe them, you will find 
two things—where you get a positive tuberculin 
reaction, or where you have positive tests for tu- 
berculosis, you will also have positive test of ric- 
kets in that child. They are hand in hand, and we 
have a compulsory school law in Mississippi com- 
pelling you to send your child to school, and I think 
down here where we all have the greatest climate, 
if we had some means of putting all the children 
in Mississippi in the open air in the sunshine with 
nothing on but a sun-suit, we would eliminate in 
thirty years 50 per cent of the tuberculosis as well 
as the rickets, and when you treat rickets today 
you are treating tuberculosis. Get the babies out 
in the sunshine and keep them in the fresh air 
and feed them, but don’t always tell that nervous 
mother that is always broken down, that so many 
children have tuberculosis. You can get informa- 
tion from Dr. Boswell, but he can not help you 
enly to a certain extent, but you can turn them out 
in the sunshine anc let them stay there and up in 
the mountains of North Carolina and around Ash- 
ville, a pediatrician at Asheville brought in the 
clinic two chiidren that had been out all one sea- 
sen and they looked like Indians, but they were 
fine specimens, and we won’t have to have so 
many tubercular patients. 


Dr. F. M. Smith (Vicksburg): I know Dr. Bos- 
well is geing to have to knit up the raveled sleeve 
of this discussion, so I had better get through with 
my raveling right here. We are taught that there 
ere four kinds of tuberculosis—human, bovine, 
avian and reptilian—and that on account of the 
variation of temperature in these animals that 
these various kinds of tuberculosis can not suc- 
cessfully attack man with the exception of the bo- 
vine, and some one has stated that perhaps the 
avian type can sometimes be contracted by man. 
Now then in the human form we have two types, 
the childhood type and the adult type. The same 
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micro-organism, the tubercle bacillus, produces this 
disease in the child and in the adult, and the type 
of disease is defined only in the location of the 
tissues involved in the human being. Tuberculosis, 
if we are correctly informed, primarily is a disease 
of the lymphatics; whether the micro-organism is 
taken in from the alimentary canal or the respira- 
tory tract, the battle royal begins in the lymphatic 
system and as long as the tubercle bacilli are in 
the lymphatics of the child, in the glands, especial- 
ly in the bronchial glands, it is of the childhood 
type, and only when it goes beyond and infects the 
lungs attacking the bronchial tubes and breaking 
through in this open area is it communicable to 
other people. For that reason I am glad the essay- 
ist stressed the fact that the childhood type of tu- 
berculosis is never communicable and my child and 
your child in the Preventorium is not menaced by 
any other child, and they can be carried there with- 
cut endangering the lives of others. 

I am glad that Dr. Green emphasized the fact 
that the time to fight tuberculosis is in the child, 
in the childhood type before it goes on into aduit 
type, then and only then. In 1910 I read a paper 
before the Tri-State Medical Society at Memphis; 
my subject was “Prognosis in Pulmonary Tubercu- 
losis”, and I remenrber to have said, and it was 
true at that time, that the diagnosis of tubercu- 
losis was like the “drum’s discordant sound that 
beats our funeral marches to the grave”. Dr. Caru- 
thers knows the fight some of us made in that day 
and time. Some of us got by, but my conviction now 
is as long as we are confining our efforts entirely 
to the adult type, we are not going to make any 
progress in the control of tuberculosis. 


Permit me to make a little defense for those in- 
fected grandmothers that Dr. Womack seems to 
hold so often responsible for childhood infection. 
It may be fortunate that we have a certain involve- 
ment—infection—thet children have the childhood 
type of tuberculosis and can build an immunity, 
but for gracious sake don’t let them get a mass in- 
fection from either a chronic case or an active 
young adult patient that is rapidly going on to a 
fatal termination. They will get some infection in 
hand plays and otherwise that helps to build this 
immunity, but probably it might be better to get 
it from that old chronic case who has fought and 
successfully resisted this disease through the 
years, attenuating the virulence of the causative 
organism, than from an acutely active case of tu- 
terculosis, freely expectorating a potentially viru- 
lent strain of organism. (However, this is specu- 
lation.) 

Now let mq@ say right here, if you forget every- 
thing else, remember what Doctor Green from 
Greene County told you about putting these chil- 
dren out in the sunshine. If we can teach the peo- 
ple to care for the child and build a physical hu- 
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man being as we should, there, in my humble judg- 
ment, is the promise of the solution of the prob- 
lem. 

Dr. B. D. Blackwelder (Hattiesburg): In view 
of the fact that the decline in the death rate from 
tuberculosis is general, that it started at a definite 
time, that it is not restricted to localities where 
there has been definite work done for the preven- 
tion of tuberculosis, leads me to believe that some- 
thing has happened to the tubercle -bacillus itself 
in the way of attenuation. [f this is true the recog- 
nition of the factors that contribute to this attenua- 
tion would certainly be worth while. It may be 
that some other strain of organism is being dis- 
seminated among the human race that is attenu- 
eting this bacillus. To me it looks. very suspicious 
that something has happened to this organism that 
has lessened its virulence in the human race. 

Dr. S. S. Caruthers (Duck Hill): The gentleman 
from south Mississippi brings in the open air and 
sunshine side; the economic side has been brought 
up. We see our government going to great lengths, 
great expense, and a lot of work trying to raise 
the price of cotton while here is a Mississippi doc- 
tor advocating going naked. Which is better, to 
have a lot of tuberculosis, a lot of clothes, and a 
good price for cotion, ur go naked and starve to 
death? 


Dr. T. W. Kemmerer (Jackson): I would like to 
have the essayist, amplify on the interpretation of 
the tuberculin test. Is it an indicator of the degree 
of activity of the tuberculosis process rather than 
an immunity reaction? If so, it would be very val- 
uable to the general practitioner not skilled in the 
differential diagnosis by physical and roentgen ex- 
amination. 


Dr. L. S. Lippinectt (Vicksburg): May I ask the 
essayist one question? In recent years in Italy there 
has been worked out a test called the D’Amato test, 
and in the Italian literature it is said—they are 
very serious about it over there—that it is a val- 
uable aid in determining the presence or absence 
of tuberculosis, perhaps befter than the tuberculin 
test. It is very simple to perform, the diagnosis is 
made within an hour, and it is applicable to adults 
as well as to children. I would like to ask if the 
essayist has had any experience with this test. 

We became interested in it and have tried it, It 
seems to be workirg. In a series of tests on fifty 
uurses who had recently had complete physical ex- 
aminations and showed no evidence of tuberculosis, 
the reactions were all negative. Dr. Henry Boswell 
was courteous enough to let us make some tests 
on patients with definitely proven tuberculosis at 
the Sanatorium, and the reactions were positive. 
T have had no occasion yet to doubt that it is spe- 
cific. 

Anyone who can make an accurate leukocyte 
count can perform the test. At least three hours 
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after eating, a total leukocyte count is made. Then 
a small dose of old tuberculin is given subcutane- 
ously. We have been using 0.1 cc. of a 1 to 1 mil- 
lion dilution, which will not harm anybody. In an- 
cther half hour another total leukocyte count is 
made. In the presence of tuberculosis, there is a 
drop in leukocytes of at least 900 to 1000. 

The test can be applied to other specific diseases 
~—where there is a specific antigen. It may be used 
as a test for gonococcal infection and should be es- 
pecially valuable in suspected gonorrhea in the fe- 
male when it is often difficult to decide from 
smears whether gonococci are present or not. 


If Dr. Keller has had any experience with the 
D’Amato test, I certainly would be glad to hear 
of it. 

Dr. Keller (closing): In regard to the question 
which was raised by Doctor Haney as to whether 
or not statistics which are available at the pres- 
ent time give an accurate picture of tuberculosis 
mortality, it is quite probable that a great many 
people who die from tuberculosis are recorded as 
having died from some other disease. Also, the re- 
porting of tuberculosis at the present time is in- 
adequate. For this reason I do not believe that the 
mortality records for tuberculosis give us an ac- 
curate conception of the problem, but from avail- 
able evidence there has undoubtedly been a marked 
aecrease in the tubercuiosis mortality. 

Doctor Haney discussed the problem of tubercu- 
losis in Negroes. In any control program for tu- 
berculosis, the problem of this disease in Negroes 
is one which should receive a great deal of atten- 
tion. 

In a program for the control of tuberculosis there 
is no doubt that hospitalization of patients in a well 
administered institution is necessary and of prime 
importance. There are, however, circumstances 
under which hospitalization is not available for 
patients, and those conditions it will be necessary 
to care for tuberculous patients in the home. It 
is possible that no one plan of caring for patients 
with tuberculosis will be satisfactory in any one 
community. Before instituting plans for the care 
of patients with tuberculosis it would be best to 
study the problem of tuberculosis in a community 
and after careful consideration of the results found 
during the study the method best suited for the 
eare of patients with tuberculosis in that area could 
be adopted. 

Doctor Smith brought up the question of tubercu- 
losis in old people. I would like to call your atten- 
tion to the fact that tubercle bacilli from patients 
with chronic fibroid tuberculosis are virulent and 
such individuals are especially dangerous since the 
disease is as a rule not discovered and diagnosed as 
tuberculosis. Such individuals are capable of 
spreading the infection over a long period of 
time. Patients with chronic fibroid tuberculosis 


have repeated attacks of what is called by them 
bronchitis. They have recurrences of coughing, 
probably once or twice a year, especially during 
the spring and fall. Under such conditions a 
great many of these people are suffering from a 
recurrence of a tuberculous focus. In Tennessee 
the chronic fibroid type of tuberculosis is being 
found to be a very important source of spread of 
tuberculosis and I would like to emphasize this 
fact. 


The question was raised by Doctor Blackwelder as 
to whether or not the tubercle bacillus might have 
become attenuated and this might account for some 
of the decrease in the mortality from tuberculosis. 
I have no accurate information that this has oc- 
curred, but is it not possible that something is 
happening to the population rather than to the tu- 
bercle bacillus? We are living under better condi- 
tions and it is possible that our improved economic 
condition may in some way account for the decrease 
in tuberculosis. 

Dr. Lippincott asked about the D’Amato test. I 
have had no experience with this test, but from the 
description given by Doctor Lippincott it seems 
that the diagnostic accuracy of such a test depends 
upon not only the testing of the patient with tuber- 
culin but also the determination of the leukocyte 
count for varying intervals after the tuberculin 
test has been done. He also mentions the fact that 
a similar technic may be employed in the diag- 
nosis of other con¢citions. using different antigens 
in each condition. Doctor Lippincott also mentions 
the fact that the D’Amato test could be read earlier 
than the tuberculin test which is usually read at 
the end of forty-eight hours. As far as I know, 
this test has not been used very extensively in this 
country. It seems to me that while this test may 
be accurate we shall have to depend on the intra- 
cutaneous tuberculin test for reinforcement of our 
cpinion of the presence or absence of tuberculous in- 
fection. 

In regard to Doctor Kemmerer’s question as to 
whether or not we can compare the degree of ac- 
tivity of the tuberculous focus with the intensity 
of the tuberculin reaction, I would say that 
those who are most familiar with the problem of 
tuberculosis think that in a general way the degree 
of intensity of the reaction will tell something of 
the degree of infection of the patient. One should 
not, however, depend upon this to determine 
whether or not the patient has an active focus of 
tuberculosis. It would be better to take into con- 
sideration the age of the patient with a positive 
tuberculin test than to depend upon the degree of 
reaction of the tuberculin test. In children under 
five years of age with a positive tuberculin test, 
it is likely that in a majority of the instances the 
child has an active focus. This is especially true 
if the child has been in contact with a patient who 
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has active pulmonory tuberculosis. In a general 
way a very intense tuberculin reaction in a young 
child probably means active disease. I wish to 
emphasize the fact that this is a general state- 
ment and to call your attention to the fact that the 
interpretation of the tuberculin test in children 
should be considered from the standpoint of the 
individual patient along with his past medical 
history and the history of his family in regard to 
previous tuberculous infection. 





IODINE AND ITS RELATION TO 
HEALTH—A REVIEW* 


MARGARET C. MOORE and HAL W. MOSELEY?{ 
EARLY HISTORY OF IODINE THERAPY 


Iodine has been known as an element for 
only one hundred and twenty years. Three 
years after its discovery in 1811, by Cour- 
tois!, Davy? identified iodine in seaweed, 
and a few years later Fyfe* reported iodine 
to be in spongés. Nine years after the dis- 
covery of the element, Coindet*, a Swiss 
physician, suggested that the ancient remed- 
ies for goiter—burnt seaweed and burnt 
sponges—might owe their efficacy to the 
iodine present in them.** Five years after 
Coindet suggested the efficacy of iodine, 
Angelini® and Cantu® certain 
waters, reputed to cure goiter, and found 
them to contain iodine. In 1896, Baumann? 
demonstrated the presence of iodine in com- 
paratively large amounts in the thyroid, and 
in 1915 Kendall® worked with thyroid sub- 
stance and isolated thyroxin, a compound 
containing 65 per cent iodine- 


analyzed 


The early history of iodine therapy is 
practically the history of goiter treatment 
and prevention. To the lay mind, in fact, 


iodine therapy and treatment of goiter may 


+From the Department of Chemistry, Tulane 
University of Louisiana, New Orleans. 


*Introductory part of a thesis submitted by 
Margaret C. Moore, “The Iodine Content of Certain 
Louisiana Sea Foods”, in partial fulfillment of the 
requirements for the degree of Master of Science, 
Department of Chemistry, Tulane University of La., 
1932. 

**Goiter in this paper is used to cover the condi- 
tion described as simple goiter, which is endemic 
in many parts of the world. 


be synonymous, but there are other condi- 
tions than hypothyroidism and simple goiter 
where iodine in one form or another is of 
therapeutic importance. Among these may 
be mentioned especially the use of iodides in 
syphilitic conditions wherein the action of 
iodides is not definitely understood, but “de- 
finite results are seen in the rapid absorption 
of the tertiary lesions of syphilis’®. The 
beneficial effect of iodides in arteriosclerosis 
and aneurysm is probably due to this power 
of dissolving syphilitic deposits in the vessel 
walls. Iodine, in organic forms, such as 
iodoform and dusting powders, is used in the 
treatment of wounds, granulating surfaces, 
abscess cavities “whether due to syphilis or 
tuberculosis’®. Jodized oils are injected “as 
contrast mediums in roentgen diagnosis’”®. 
Certain iodine compounds are almost specific 
when employed in actinomycosis and sporo- 
trichosis. Iodine compounds are used in 
chronic bronchitis and in asthma. Thyroid 
substance has had a wide use in obesity. 
Iodine and its compounds are listed officially 
25 times in the U. S. Pharmacopoeia X; 25 
times in The National Formulary, 5th Edi- 
tion, and 31 times in New and Non-Official 
Remedies, 1931. Iodine is an important 
drug in other conditions even though its use 
in the treatment of simple goiter may be con- 
sidered practically specific and overshadows 
all its other uses. 


Iodine therapy began in antiquity!®; burnt 
sponges, probably containing alkali iodides, 
were used for the treatment of goiter. In 
5000 B. C. the Chinese?! were using thyroid 
soup for goitrous conditions; by 2000 B. C.1? 
they were using dried thyroid. 
Siccum appeared in the U. S. Pharmacapoeia 
for the first time in 1910). The Phoeni- 
cians!* used burnt sponge; the Greeks, as 
mentioned in the writings of Hippocrates 
and Dioscorides!4, used burnt seaweed and 


( Thyroid 


burnt sponges. That the Romans were 
familiar with the use of sponge ash in 
goitrous conditions is shown by Galen’s 


writings!*; Pliny!* and Vitruvius mentioned 
“goiter wells”, wells which were supposed to 
cause goiter. Marco Polo!® mentioned the 
incidence of goiter in northern Asia and 
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attributed goiter to the drinking water. In 
1180 Roger de Palermo! recommended the 
use’ of burnt seaweed and sponges for the 
treatment of goiter. In this country, some 
tribes of Indians made annual pilgrimages to 
the sea for salt and seafood. 

Until the work of Coindet*, collaborating 
with the famous Dumas in 1820, however, no 
really scientific basis existed for the age-old be- 
lief in the efficacy of iodine-bearing substances 
in the relief of goiter. Chatin’s 16 work, cov- 
ering the years 1850-1860, proved the presence 
cf iodine in plants, in milk, in air, in soil, and 
in water, analyzing that from over 300 rivers. 
He divided the regions he studied into non- 
goitrous and goitrous sections, in the worst of 
which goiter was prevalent and cretinism com- 
mon; the degree was inversely proportional to 
the amount of iodine present in the foods, air, 
and water of thot section. Boussingault 17, 
nearly twenty years earlier had collected very 
convincing data of the same nature in the goi- 
trous regions of the Andes, but it was the work 
of Chatin that received general attention, was 
challenged and investigated by a Commission ap- 
pointed by the French Academy of Sciences!®. 
This Commission confirmed his chemical work, 
but the day of the recognition of the importance 
of Mendel’s “little things” in nutrition and in 
disease had not dawned, and the Commission 
could not accept the theory that simple goiter 
was caused by a deficiency of iodine in food, 
air and water. Despite this report, medical men, 
particularly those in goitrous regions, continued 
to have faith in the efficacy of iodine therapy 
in goiter and kincred conditions. 

The preventive side of the goiter problem 
was first stressed by Koetsl19 in Austria in 
1855, and from time to time received attention 
in spite of the discouraging results following 
excessive usage of iodine in three departments 
of France.*!® After the work of Pasteur, 
1873-1895, the germ theory was uppermost in 
the minds of everyone seeking the causative 
agent of any disease. It was only after Bau- 
mann’s work? and that of Magnus-Levy?°, who 
demonstrated the effect of thyroid substance on 
basal metabolism, that the theory of iodine de- 
ficiency as the sole, or chief, cause of goiter—a 
theory which had been so clearly indicated half 


a century before by the work of Boussingault* 
and Chatin—again received attention. Nearly 
a century after the discovery of the element and 
more than a half a century after the work of 
Chatin, came the controlled experiments of Ma- 
rine and coworkers?1, which to many were con- 
clusive proofs that iodine deficiency is the cause 
of goiter. 

THEORIES CONCERNING THE CAUSE OF GOITER 

Now, accumulating evidence has made many 
investigators question the accuracy of this con- 
clusion which was accented by most of them in 
the early part of the present century. The re- 
ports of the International Conference on Goiter 
in 19272 challenge the iodine deficiency theory 
just as surely as did the reports of the Academy 
ef Science challenge the conclusions drawn from 
the work of Chatin half a century before. There 
are those who hold to the germ theory; there 
are those who still claim that iodine deficiency 
is the sole predisposing factor of goiter; and 
there are those who believe that iodine deficiency 
is merely one of the predisposing causes of 
goiter. 

McCarrison of the Indian Medical Service 
claims to have induced goiter by the administra- 
tion of the contarninated sediment of drinking 
water and to have cured it by the administration 
of intestinal antiseptics.2?-*% Bircher?® and 
Sasaki?® are also prctagonists of this theory, 
both claiming to have induced goiter in rats from 
contaminated feces from other goitrous animals. 
Crotti24 of Columbus, Ohio, claims to have iso- 
lated “goitrigeno:s waters” and also to have 
isolated certain organisms constantly present in 
cases of endemic goiter. Such are the argu- 
ments put forward by the proponents of the mi- 
croorganism theory of the cause of goiter. 

In 1927 McClerdon?* was sure that iodine de- 
ficiency was the sole cause and that “goiter is 
the easiest known disease to prevent”, and that 
“within another generation there will be no 
goiter problem.” 


These are the two extremes. Midway stand 
most of the writers of the present day, claim- 
ing that iodine deficiency is probably the major 


*Boussingault and Grange, in 1860, were re- 
sponsible for experiments carried on in Bas-Rhin, 
Seine-Inferieure and Haute Savoie. 
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predisposing factor in the causation of simple 
goiter. Other factors that have been suggested 
are mineral deficiencies other than iodine, but 
concerned with its utilization; vitamin defi- 
fiencies; periods cf physical stress, fatigue and 
toxemias. Calcium seems to affect iodine me- 
Abelin?® reported that an excess of 
calcium in the diet diminishes the effects of 
thyroid feeding. A great deal of thought and 
much conflicting evidence has been reported on 
the effect of an excess of calcium in causing 


99 


goiter,2, 80, $3, 22, 


tabolism. 


The effect of manganese, 
iron, and copper cannot, at the present time, be 
ruled out as unimportant according to Wes- 
ton®8, Cameron*? has recently stated when dis- 
cussing this controversial question, “the possi- 
bility of an effect on iodine metabolism from a 
vitamin deficiency” cannot be excluded. Among 
other causes may he fatigue, particularly during 
periods of physical stress, such as puberty, 
pregnancy, and menopause. In taking the middle 
ground, many wouid deal with the germ theory 
as a contributing factor. Infections and tox- 
emias could so deptete the store of thyroid 
iodine that a deficiency would arise, and this de- 
ficiency of iodine would be the real cause of 
goiter. It seems that the last word on the cause 
of goiter has by no means been said. 


Most recent of the theories concerning the 
cause of goiter is the one advanced by Chidester 
of West Virginia**, based on his interpretation 
of the work reported by McCarrison*®, the Mel- 
lanbys*®, the Burrs and coworkers**?. He claims 
that there must be a proper balance between the 
iodine fat intake, and that the degree of unsatur- 
ation of the fatty acids is also a factor. “The 
iindings of the writer and associates indicate 
clearly that the reason why cod liver oil is in- 
effective is on account of the iodine carried with 
‘t. Burr’s animais long depleted of fat and 
receiving potassium iodide must be given fats 
lacking in iodine or the iodine fat balance will 
not be restored. The significance of Burr’s 
-cid depends on the degree of unsaturation and 
not upon any specificity.” He also suggests 
that the goiter producing ether extract from 
cabbage recently reported by Bauman, Cipra and 
Marine®S was a highly unsaturated fat which 
had lost its iodine*®. Very recently Webster? 
stated that there exists in certain plants a “goiter 
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producing substance which is subject to a con- 
siderable seasonal and geographical variation”. 
The author suggests that the substance may be 
a cyanide. This substance is capable of de- 
pressing “tissue oxidation in the body and caus- 
ing, as a result, an increased demand for thy- 
1oxin. This brings about a relative iodine in- 
sufficiency, which, in turn, produces hyper- 
plasia of the thyroid gland.” “Simple goiters 
produced in this manner resemble essentially 
all other simple goiters in man and animals in 


their physiologica! and pathological reactions.” 
COMPARISON OF REPORTED EXPERIMENTAL DATA 


Amid these varying opinions one cannot help 
looking at the literature (on which the opinions 
are based) with the i 
mind: in these experiments in which iodine was 
administered, first, what form was used ; second, 
what dosage was given; third, how long was 
the dosage continued, and fourth, were the con- 
trol groups adequate? The following accounts 
illustrate a few of the better controlled experi- 
ments. 


following questions in 


The earliest record comparing the use of 
iodized salt and salt without iodine on the popu- 
lation of three different towns was not an ex- 
neriment, but a series of observations by Bous- 
singault in 183017. Two towns used salt that 
contained iodine and they were goiter-free; one 
town used iodine-free salt and goiter was pre- 
valent; one of two goiter-free towns changed 
its source of salt and, after using iodine-free 
salt, became goitrous. The iodine was probably 
present as potassium or sodium iodide; the 
amount used, unknown. 


Coindet** ten years before had experimented 
on his goitrous patients. Roughly estimated, 
he gave as a curative measure, within a period 
of six weeks and ten weeks, two to three grams 
of iodine as free ioedine in alcohol. 

Marine and Kimball?! gave iodine as sodium 
iodide. The approximately 4 
grams (3.4 gms. iodine) per year for four years 
to over one thousand school girls. 


dosage was 


They gave 


*Coindet dissolved 48 grams of iodine in one 
ounce of alcohol and administered 10 drops, three 
times a day. At the end of one week, he doubled 
the doses and a few days later raised each dose 
to 50 drops. 
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0.195 gms. of sodium iodide per day for two 
ten day periods each year. 

Klinger of Zurich*! gave 1-1.5 gm. iodine per 
year as iodized fa: for a period of 15 months to 
school children. 


Hunziker and Eggenberger*? used 0.037 gm. 
of iodine per year as potassium iodide in salt 
for one year. 


Hercus*® and his coworkers in New Zealand 
used the same dosage as Marine and Kimball 
with gratifying results. 

Nicolaysen*# in Norway used 0.052 gm. of 
iodine per year as potassium iodide for 55 weeks. 


The following tables will give the dosage and 
the results of these experiments, which have 
been chosen to show the very divergent methods 
of dosing as well ac the different forms of iodine 
used in various parts of the world. In inter- 
preting these results, it must be remembered 
that the physiologic action of the various forms 
of iodine differs; as does the action from small 
or excessive doses of the same form of iodine. 
Reference to tables I and II will show these 
data. 





Dosage of lopine - Expressed As |z 


Opsservee| Dosage Gearnic REPRESENTATION 
Magine 3.40" TO 1,182 Scroor Giers 
Kivpar. | as Nal ‘oe 4 Veaes 


°.5-O6ay | © 750 CHiLoe@em , 90% of Nnow 
KUINGte As loormeo fat fmm 











Weee Goireous, foe's Yontns 





ae i 0.052 ay Teo 931) Scnoor Cricoeecn 
sahabeigichaieate as Kl for 55 Weeks 





To 339 Goiteous Cunoecn 
foe | Yeaw 








yee densa © OSTas 
Laqttereqre|AsN,l oe KI 





MaAeine & Kiweau., Honzixee & Eqaensreace Use0 Contec 
Geaoves The OjHEes usto DEToRE ¢ AFTER Ovscevations 











Jasre | 





Goiter INCLDENCE AS INFLUENCED DY 
looint Dosage 





—— 
Opsecevee | Goiteer GRaPpHic. REPRESENTATION 








TJREATEO 





MARINE 
7 | PRestntT 
Kiybaur ON TREATED 


—_ — _ 


Artee Jecatwent 





Kungee| Present — 
Derort [Reatweur 


}—___ — 


ATTER Je®ratTvenT 





Nicovavsen| Present = 
Berore TRrReatTvent 
anaieel aaa 





—_— 
HONZIKER REATEO 
Larger q we 
ET AL ONTREATED 

















TabLe I 


One great point of similarity exists: all of the 
experiments, both curative and preventive, show 
that iodine administration was followed by bene- 
ficial results. The differences in the treated 
and untreated groups are striking. The dosages 
differ widely among the various workers, but 
when it is considered that iodine in excess of 
the bodily need is merely excreted, this differ- 
ence is less significant than the figures would 
indicate. The lower figures are likely to prove 
more important than the higher, for it would 
be important to know the minimum amount of 
iodine in its varicus forms that could be ad- 
ministered so as to be effective but not waste- 
ful in human metabolism. Large doses are 
either toxic, or simply wasteful because they 
must be excreted. As to the form of iodine ad- 
ministered, it seems to be the consensus of 
opinion that organic iodine compounds are less 
rapidly eliminated than are the inorganic 
iodides*5, 

Perhaps these universally good results follow- 
ing iodine administration by leading workers,— 
results that are in no way parallel to the amount 
of iodine, manner of dosing or amount of dos- 
ege,—explain the wide differences in the pres- 
ent practice in the use of iodized salt in the va- 
rious countries. The following table from Cam- 
cron** shows these differences: 


Iodine in Iodized Salt 


Michigan, U.S.A 1lpart Kl or Nalto 5,000 parts of water 
Canada lpart Kl or Nalto 10,000 “ “ * 
Valtellina, Italy 1 part KI to100,000 “ “ © 
Switzerland 1 part KI to 200,000 “ “ _ 
New Zealand 1 part KI to 250,000 

It must be noted that simple goiter may de- 
velop into the more toxic forms. This happens 
in cases with and without iodine treatment. 
Some have argued that iodine therapy hastens 
the development in certain cases; others that the 
toxic form of goiter would probably have devel- 
cped without iodine administration. The real 
point seems to be that all medicinal iodine ad- 
ministration should be under the observation of 
a physician. So far no literature reference has 
shown warning against a diet rich in iodine 
bearing foods. 

IODINE IN NUTRITION 

Thus far the discussion of the use of iodine 
has resolved itself into a brief glance at the ma- 
terial concerning goiter, for that condition being 
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endemic in various parts of the world, has at- 
tracted the most general attention. However, 
the goiter angle of iodine metabolism is per- 
haps not the most fundametal. Chatin found 
icdine in milk and eggs. Later work has proved 
jodine to be an unfailing constituent of milk. 
One would naturaliy suspect from its presence 
in these two foods for the young, that iodine 
would play an important part in normal growth 
and development 


Iodine is present in practically all the tissues 
of the body, in the blood, both in the plasma and 
in the corpuscles, and particularly in the thyroid. 
Rose*® estimates that the iodine content of the 
adult man is about 25 mg. of which 15 mg.(60 
per cent) occur in the thyroid. Von Fellen- 
berg#? believes that the tissues and the blood 
rank about the same in iodine content with! the 
possible exception of the ovary and the spleen 
which he believes to have a somewhat higher 
content. 


With these facts-in mind, it is not surprising 
to learn that iodine is essential for normal 
growth. Bramwell*§ in 1895 demonstrated that 
growth can be induced in cretins by the admin- 
istration of thyroid. This is dramatic but not 
nearly so significant in round figures as the 
number of children who fail to grow normally, 
and manifest various pathological symptoms. 
Langdon Brown*® believes this may be due in 
many cases to hyperthyroidism. Hunziker (1920) 
and Hunziker and Eggenberger (1924)4? 
showed that children receiving small amounts of 
potassium iodide grew better than control groups 
receiving no potassium iodide. Fraser, working 
‘n Cumberland, states that after the administra- 
tion of ferric iodide “in practically every case— 
a marked improvement in health and physique, 
a gain in weight, in energy, and in working ca- 
pacity, resutls”’.5° 

Kelly51 showed in experiments on pigs, that 
for doses of inorganic iodine that were not 
toxic, increased iodire intake seems to favor 
nitrogen retention and assimilation. Schafer5@ 
and Hewitt®? (1912, 1914) working on rats, 
showed that there was an optimal dosage of 
thyroid substance, the giving of which accele- 
rated growth and caused a positive increase in 
nitrogen retention, but that over-dosage caused 
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a fall in nitrogen retention. The data on hu- 
man beings concerning this point seem meager. 

Regulation of the basal metabolism rate is 
certainly one of the functions of the thyroid. 
The rise in basal metabolic rates which follows 
the use of thyroid appears, according to Cramer 
end McCall54, to be due to increased carbohy- 
drate metabolism. This possible activating ac- 
tion of iodine and its bearing on diabetes melli- 
tus was discussed by Geyelin.®® 

Thyroid deficiency is associated with marked 
bone changes. “T.esser degrees of thyroid de- 
ficiency produce bone changes which have been 
taken to resemble rickets. These changes are 
associated with disturbance in the excretion of 
both calcium and phosphorus”.56 

Kelly®! found that potassium iodide increases 
the retention and assimilation of phosphorus in 
growing pigs. 

Thyroid substance has a direct influence on 
the formation of red blood cells, and inorganic 
iodine raises the red blood cell count, but less 
markedly than does thyroid dosage. 

The skin and hair aiso are affected markedly 
in both animals and people during thyroid de- 
ficiency, and the administration of thyroid can 
change the harsh, dry tendency of the skin com- 
pletely. Even early grayness as well as scant 
growth of hair have been associated in the minds 
of some workers with hyporthyroidism.5*: *8 


OPTIMAL IODINE INTAKE 


Iodine, from all evidence that has accrued, is 
a potent factor in normal growth and well be- 
ing, and in most instances where one can judge 
from the data available, there seems to be a dis- 
tinct line between optimal intake and overdosage, 
each condition displaving a distinct set of con- 
ditions. 

Since there is danger of excessive intake of 
so potent a drug as iodine in its various forms, 
it became necessary to study the normal intake 
of iodine and the form in which it was best as- 
similated by the body. The normal intake has 
been approached from two angles. First, the 
average intake of a population that was goiter- 
free as estimated by the content of the water and 
food supply of that region. These data were 
compared with those from similar groups in 
goitrous regions, and in goitrous regions where 
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cretinism was common. By this process seventy- 
five years ago, Chatin!® arrived at 0.01-0.02 
mg. of iodine as the normal daily intake of a 
man in food and drink. In 1923, Von Fellen- 
berg®® estimated the average daily intake of a 
non-goitrous population to be 0.03 mg. per day. 
Hercus and Roberts in 19276, by ‘similar cal- 
culations arrived at 9.035 mg. per person per 
day as a normal intake of iodine. Second, the 
approach to this problem is based on the excre- 
tion of iodine in the urine, the feces, and 
through the sweat giands, but mainly through 
the urine. Using anlysis of these excretions as 
a criterion, Von Fellenberg®? was able to main- 
tain an equilibrium in himself on 0.014 mg. of 
iodine per day. In two communities, Kaisten 
and Hunzenschwil,®!, 6? he estimated the excre- 
tions in normal groups and found 0.024 mg. per 
day to be the average output of the normal 
groups in both places. He also studied the re- 
quirements of a child®* and found it to be 
about three times the need of an adult. The 
Privy Council Medical Research, Jodine in Nu- 
trition, concludes that 0.045 mg. per day will 
provide a satisfactory margin of safety for an 
adult male, and 0.150 mg. for a child. 


The above figures apply only to normal con- 
ditions. There are other considerations that 
should be mentioned. There are times when 
the body makes an unusual demand on its store 
of iodine. Ovarian function and thyroid func- 
tion®* have been shown to be interrelated. The 
iodine level of the blood rises at the onset of 
menstruation®® and at the end of pregnancy®*. 
Yoakam and Olesen consider iodine administra- 
tion a wise precaution during pregnancy and 
‘actation.®, 67 Acute ‘nfections®S such as 
diphtheria and measles have been shown to 
create an excessive demand for iodine. Perhaps 
most infections constitute a drain upon the iodine 
store of the body. 


ASSIMILATION OF THE VARIOUS FORMS OF IODINE 


As to the assimilaticn of the various forms of 
iodine'®, data exist for thyroid substance, for 
sodium and potassium iodide, and for iodized 
fats, but there is very meager knowledge con- 
cerning assimilation of the iodine content of 
various foods. The dearth of the latter inform- 
ation is deplorable since the greater part of the 
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world’s populatior. gets its iodine supply, which 
is so necessary for normal growth and develop- 
ment, from food and drink. Thyroid substance 
is very potent and should be ingested only on the 
orders of a physician; and its full effect is mani- 
fest seven days after administration. The alkali 
iodides if taken in large quantities are excreted 
mainly through the kidney, and hence the inges- 
tion of such large amounts of these as has been 
given in some of the experiments cannot be con- 
sidered as any more than iodine taken in excess 
and excreted**. Von Fellenberg’s®? experiment 
on himself gives data that should certainly show 
the need for definite work with regard to as- 
similation of iodine in drugs and food. Before 
a figure for normal iodine intake is adopted and 
used with a table of iodine, one must consider 
that all the iodine intake is not assimilable. Von 
Fellenberg states in per cent of iodine intake 
that the following was the amount he assimil- 
ated : 


Iodine Assimilation 


Potassium iodide 
Codliver Oil 

Sardines 

Watercress 

Sardines (oil removed) 


34.4 per cent assimilated 

47.7 per cent “ 

24.5 per cent 

12.9 per cent 

9.5 per cent ” 
This shows that there is certainly a difference 

in the assimilability of the iodine as it occurs in 

foods, but the fact remains that these data on 

the assimilation reflect the assimilation of but 

one man at one particular time. 


IMPORTANCE OF IODINE IN FOODS 


It is well to admit that while the goiter aspect 
of the problem of iodine metabolism has re- 
ceived the most attention, yet it is probably far 
less important than the role of iodme in normal 
growth and nutrition. It must also be realized 
that while most of the studies made have con- 
cerned the administration of iodine as the ele- 
ment, the inorganic iodides, thyroxin and a very 
few other organic iodine compounds, yet most 
of the world unwittingly gets sufficient iodine 
to meet its needs from foods. This iodine from 
foods, probably supplemented in many regions 
by iodine in drinking water, is sufficient in most 
regions to prevent goiter and to insure a fairly 
normal existence for the majority of people. 


Surely, the knowledge of the iodine content 
of foods from various regions should be an in- 
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creasingly important matter in studying the 
problem of nutrition as it affects populations as 
a whole. The incidence of goiter differs from 
region to region; the iodine content of native 
foods differs from region to region; eating ha- 
bits also differ widely. In addition to these well 
recognized factors in interpreting data available, 
still another facter becomes increasingly im- 
portant from year to year, and that factor is the 
ever increasing use of canned foods. It has 
been shown very clearly that most of the food 
canned in the United States comes from the 
sections of the country poor in iodine.®®: 7° 

The following table of the iodine content of 
carrots*! shows t!:at regional variations are too 
great to be insignificant, and the figures assume 
an increasing importance when one considers 
that the work is recent. Methods of such re- 
finement have been used that the determinations 
of even small amounts of iodine have become 
nossible and dependable. 


Iodine Content of Carrots 
Expressed in Parts per Million, Dry Basis (71) 
Oregon 
California . 
South Carolina 
Louisiana 





Research on the usability of the iodine found 
to be present is certainly equally as important as 
the amount present. This point is illustrated by 
dried thyroid The pctency of thyroid substance 
cannot be judged on 2 basis of its iodine con- 
tent as was first suggested. The dextro and lae- 
vo forms of thyroin differ in activity.7 * 
Recent work has demonstrated two organic 
iodine compounds other than thyroxin to be in 
thyroid substance, one physiologically active, 
and the other not?*, One of these compounds, 
3,5-diiodotryosin, is known to occur in certain 
marine ' 


organism.**,76 This reference to 
the various forms of iodine so far isolated from 
the thyroid,—l-thyroxin, three times more ac- 
tive than d-thyroxin; and iodothyroglobulin, 
physiologically active, and diiodothyrotyrosin, 
physiologically that the 
iodine content of a foud is likely only part of 
the story; the form in which the iodine occurs 
and the ability of the body to utilize it are two 
additional factors that sooner or later must. be 
taken into consideration. 


In studying the iodine content of foods, sea 


inactive,—indicates 
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foods claim attention because all work reported 
so far has shown them to be particularly ricli in 
iodine 88, and because goiter, if it may be con- 
sidered an index of adequate iodine in the diet, 
is said to be rare among people eating much 
sea food. In Japan, goiter is reputed to be ai- 
most unknown. In our country %® statistics 
show the incidence of goiter to be low in the 
coastal states. Washington and Oregon are noi- 
able exceptions to this statement; but the fig- 
ures on drafted men in the late war gave the 
southern coastal states less than one per hundred 
thousand as compared with twenty-one to 
twenty-seven per hundred thousand in Idaho 
and neighboring states.‘ 

If one might show that the diet in the coastal 
countries and sections consists in foods richer 
in iodine than those consumed by the people in- 
land, then it might be assumed that there exists 
a relation between dicts relatively rich in iodine 
and freedom from goiter. The work of the 
South Carolina Food Research Commission has 
Leen very interesting in substantiating this 
point.’ 33,45 The influence of iodine on goiter 
was established by the experiments which sup- 
plemented the diets poor in iodine with medi- 
cinal iodine and showed that goiter incidence 
could be minimized. Olesen says, “The lesser 
incidence of goiter aiong the sea coast is due, 
in part at least, to the consumption by the peo- 
ple of iodine containing foods” (sea foods). 
Lunde, of Norway, aiso stresses the importance 
of sea foods in goiter prophylaxis. Turren- 
tine’? thas held that iodine-rich foods might 
easily be expected to be more efficacious in pre- 
venting and treatiig goiter than inorganic iodine. 

It would seem from the few figures available 
that there does exist an important relation be- 
tween the incidence of goiter and the consump- 
tion of sea foods. 

Indicated Relationship of Fish Consumption 
to Goiter Incidence 
Goiter Inci- 
dence per 


Place Fish Consumption* hundred 
Pounds per person. thousand 

(1917) draft- 
ed men 


Atlanta, Ga. 11 lbs. (edible portion) (1927) 0.52 
Jacksonville, Fla. 18 Ibs. (edible portion) (1926) 0.25 
Louisville, Ky. 6lts. (round weight) (1921) 1.41 
Greater St. Louis 9 Ibs. (edible portion) (1926) 3.99 
Massachusetts 20 Ibs. (edible portion) (1926) 0.32 
*These data were furnished by the U. S. Bureau 

of Commerce 
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It will be noted that the fish consumption 
figures are for cities, except in the case of 
Massachusetts, and that the figures on goiter 
incidence apply to states as a whole. The eating 
habits of the country are not necessarily those 
of the city. The years of comparison are also 
different, but eating habits of a whole people 
do not change readily, unless influenced by 
some economic factor that makes a food once 
a luxury into an everyday commodity, as in the 
case of bananas. With these allowances in mind. 
the comparison is not without meaning, and 
does seem to strengthen the observation, of 
Olesen. 


Now more than ever before, sea foods are of 
wider interest, for they are becoming increas- 
ingly available to the inland people. Modern 
methods of refrigeration not only make them 
available but cheaper. The cheapness will put 
sea foods on tables that in years past had to 


forego them as a food available only to the rich. 
FACTORS THAT AFFECT THE IODINE CONTENT 


OF FOODS 

As has been previously shown, the soil condi- 
tions influence the chemical constituents of 
plants. Carrots growing in Louisiana were 
found to be 550 times richer in iodine than those 
grown in Oregon.*! The mineral wealth of the 
land for countless ages has been leached away 
and carried to the sea.* The destruction of the 
forests has hastened this washing away ; inten- 
sive agriculture has further depleted the land. 
Fertilizing has rebuilt the land in certain re- 
spects only. “But early in the so-called modern 
agricultural science—which may be said to have 
had its beginning nearly one hundred years ago 
in the work of Lawes and Gilbert, of England, 
and Liebig, of Germany—a world fertilizer pre- 
scription of nitrogen, potash and phosphoric 
acid got written and passed out to the lay and 
professional agricultural public’®®. Added to 
this there was a little regional attention to the 
addition of lime to certain soils. Thus only 
those four elements received attention in the 
large scale rebuilding of lands. Modern chemi- 
cal processes producing more nearly chemically 
pure fertilizers have thrown into bold relief the 
fact that more elements than nitrogen, phos- 
phorus, potassium and calcium must be returned 
to depleted farm lands. Magnesium, mangan- 


ese, and sulphur have received some attention. 
Experimental work on sugar beets has indicated 
that iodine fertilization increases the yield.*!. >“ 
All plant experiments show that the iodine con- 
tent of plants is important and within limits, 
below toxicity, varies with the iodine content of 
the soil* 

The iodine content of animal products such 
as milk and eggs differs with the food of the 
animal. “That raw milk can be made the means 
of furnishing iodine in organic combinations for 
goiter prophylaxis has been shown by Scharrer 
and Schwaibold’*. They found the iodine con- 
tent of milk from cows fed from pastures close 
to the sea was 300 per cent to 800 percent higher 
than the content of milk from cows fed from 
pastures in Southern Bavaria and in Switzer- 
land where goiter is endemia’.84 Cavanaugh, 
of Cornell, in 1925 recommended that the Cer- 
tified Milk Producers’ Association give atten- 
tion to cows’ feed to increase the iodine con- 
tent of milk.8° Arf, of Ohio, has recently 
completed eighteen years of experimentation 
with feeding iodine to high producing cows. 
He used inorganic iodides, seaweed and shrimp 
meal.’ In the past year, Erf and Curtis} have 
collaborated in an experiment to increase the 
iodine content of carrots by fertilizing the land 
on which they are grown with materials con- 
taining iodine in organic and inorganic forms. 
the ultimate object being to increase the iodinc 
content of milk by increasing the iodine content 
of the plants fed to the cows. The results have 
shown that iodine can be absorbed in large 
quantities by plants provided it is made avail- 
able to them. At present a large milk drying 
concern is collaborating with pediatricians in 
certain hospitals in the Middle West to feed the 
milk from especially fed herds to gestating and 
lactating mothers to see what the effect will be 
on the goiter incidence in this especially pro- 
tected group as compared with unprotected 
mothers in the same instituion. 

Less work has been done on increasing the 
iodine content of eggs, but the indications are 
that the iodine content can be increased by the 


*The Mississippi River with its tributaries drains 
over 41 per cent of the total area of the United 
States and is estimated annually to carry into the 
Gulf of Mexico 406,250,000 tons of silt. 

7Private communication. 
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iodine rich diets of the hens. With both high 

producing hens and cows, a plentiful supply of 
iodine is considered to be a decided factor in the 
animal’s own heal-h and well being. 

An increasing amount of attention is being 
civen to the poor economy entailed in using 
fish waste for fertilizer when it might-so much 
more profitably be fed to farm animals. By 
this method the mineral matter not utilized by 
the animal will be economically returned to the 
land as fertilizer. “There is every reason to 
favor the view that fish meal should not be 
spread on the land until it has passed through 
the digestive apparatus of farm stock”®*. The 
high iodine content of fish meals is always one 
of the outstanding arguments for its use in 
feeding practices. 

These aspects of agriculture and of animal 
husbandry have a direct bearing on the health 
of the people because they tend to increase the 


available supply of iodine in foods. 
"HE IMPORTANCE OF AN ADEQUATE SUPPLY OF 
ASSIMILABLE IODINE IN NUTRITION—A SUMMARY 


Briefly, an adequate amount of an easily 
assimilable form of iodine is necessary for botli 
animals and man to insure normal growth and 
to prevent disease. Simple goiter, while the 
best recognized disease concerned with the lack 
of iodine, is but one of the manifestations that 
can arise from an inadequate supply of iodine. 
Most of the studies that have been made con- 
concern the administration of iodine as inorganic 
iodides or as thyrcexin; yet, in spite of the trend 
of these studies, most of the world continues 
to get its iodine from its general food supply. 
Foods of land origin differ greatly in iodine 
content depending in plants, on the soil; and 
in animals, on their feed. Sea foods are of 
especial interest because of their high iodine 
content, and due to modern refrigeration 
methods, will likely become a staple article of 
diet to inland people This fact alone should 
be of great importance to the general health and 
well being of people of the interior. 
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SOME OF THE SURGICAL ASPECTS OF 
OBSTETRICS* 
M. L. FLYNT, M. D. 


MERIDIAN, MIss. 


The application of the principles of surgery 
to obstetrics within the past quarter of the cen- 
tury has made it possible for the general ad- 


*Read before the Section on Surgery at the 
Sixty-sixth Annual Session of the Mississippi State 
Medical Association, Jackson, May 10, 1933. 
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vancement in modern obstetrical science. The 
development of antisepsis and asepsis marked 
the beginning of the new era in general sur- 
gery, so the application of modern surgery to 
the science of obstetrics has marked a new era 
in obstetrical practice. 


The development of modern obstetrical sur- 
gery dates from the perfection of the classic 
caesarean section when Saenger, in 1882, accur- 
ately closed the uterine muscles and peritoneal 
coverings separately. The mortality and mor- 
bidity of the classic section materially fell to a 
rate corresponding to that of other abdominal 
operations, and when antisepsis and asepsis was 
applied in obstetrics and when the lesson was 
learned that repeated vaginal examinations after 
the membranes ruptured conveyed bacteria from 
the vagina to the uterine cavity causing infec- 
tion, the mortality of obstetrical operations ma- 
terially improved and now obstetrical surgery 
is a modern science, but still has its scope and 
limitations. 

We have learned that it is bad practice to 
attempt to deliver the unengaged head by for- 
ceps, especially if the unengagement is due to a 
contracted pelvis or a disproportion between the 
head of the child and the pelvic outlet. While 
this may rarely be successful, it often fails and 
the unsuccessful attempt frequently leaves the 
patient wounded and infected. It is always 
necessary to wait for engagement and moulding 
of the head for the successful application of 
forceps, and if this is not accomplished it is 
far better to do a caesarean, which to my mind 
materially reduces the mortality or morbidity 
to both mother and child. 

The modern conception of the genital tract 
at labor was for a time greatly confused by con- 
flicting reports from bacteriologists concerning 
the condition of the vagina and cervix. There 
is abundant evidence that bacteria morphologic- 
ally identical with virulent bacteria are present 
in the vagina during pregnancy and at the begin- 
ning of labor. The virulence can only be deter- 
mined by transplanting them on a favorable soil. 
Some streptococci under these circumstances be- 
come hemolytic or directly poisonous, and others 
show much less_ virulence. 

A complete sterilization of the vagina during 
labor is almost impossible, and too frequent at- 
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tempts usually injure the patient and cause in- 
fection. The best plan according to my opinion 
is a thorough application of a five per cent mer- 
curochrome and 30 per cent alcohol solution to 
the vulva and buttock, and a gentle swabbing of 
the vagina with a 0.5 per cent acriflavine in 
glycerin. 

All obstetrical surgery should be based on a 
simple obstetrical reasoning rather than depend- 
ing on memorized or text book indications. 
Most authors give the same indications for the 
different obstetric operations. But when we 
come to the bedside of an individual case, in- 
stead of trying to memorize the surgical indi- 
cations to suit the individual case, we should 
use our common sense obstetrical reasoning and 
we usually have time to reason and meditate, 
and it pays to take time in the majority of cases. 
The common midwife is better and will have 
less mortality than a doctor who is in too big 
a hurry. 

In an article written in 1917 by Williams, he 
sounded the warning against the too frequent 
operation which seems to have overtaken the 
profession in the reckless and frequent inoppor- 
tune performance of caesarean section. He 
attributed it then to defective medical training. 
I wonder if the same thing could be said of it 
today and not only caesarean section, but to all 
other obstetrical operations. Wherein is the 
fault in the medical or rather obstetrical train- 
ing? This accusation could possibly rightfully 
be applied to our day of college training, be- 
cause in those days we got very little practical 
training in the obstetrical science. The didactic 
lectures were about all we got. I believe all 
students of today get a decidedly better train- 
ing. They not only get the lectures, but also 
vet the practical experience under the guidance 
of a trained obstetrician. Notwithstanding this 
fact, there seems to be more radical procedures 
done now in this age. 

About ten years ago a committee on maternal 
welfare of the American Association of Obstet- 
rics, Gynecology and Abdominal Surgery in its 
report listed as one of the causes of maternal 
death in pregnancy and parturition “too much 
interference with the normal processes of labor 
by men who do not know how.” We might 
add to that statement and say by men who do 
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not take time for the normal delivery, or pos- 
sibly those who have not made a careful study 
of the individual case as regards the anatomic 
and physical condition of the mother and the 
proportionate size of the child before actual 
labor begins. We should never interfere with 
the normal processes of labor when the mother 
and child are normal so far as we are able to 
ascertain after careful study and examination 
of our patient. 

Modern obstetrical surgery aims for the 
mother to obviate the dangers of contracted 
pelvis and disproportion between mother and 
child; to deal successfully with the pathologic 
conditions of the pelvis or abdomen complicat- 
ing labor; to repair the lacerations produced by 
labor and thus restore the mother as far as 
possible to a sound anatomic condition after 
parturition. 

It does far more in the interest of the child. 
Delivery by abdominal section is the safest arti- 
ficial delivery; not only is the life of the child 
saved but also injuries to the nervous system 
which may seriously jeopardize its health are 
avoided. | 

In regard to the repair of lacerations follow- 
ing delivery, there still remains some differ- 
ences of opinion as to when these repairs should 
be made. Some advise immediate repair and 
this is the plan I usually follow, while others 
with possibly as much or more reasoning advo- 
cate a later repair. ,We all know and it is old 
knowledge, that the uterus should drain freely 
during the puerperal period and it has been 
made reasonable and plain by modern research 
that retained lochia in the uterus without drain- 
age will cause infection, and any attempt at 
immediate repair of a lacerated cervix or peri- 
neum to be successful must not interfere with 
drainage, or this condition of primary im- 
portance. 

Going back to caesarean section, I would like 
to say that its indiscriminate application as a 
last resort is not modern obstetrical surgery. 
In cases in which unsuccessful attempts have 
been made at delivery and possible infection 
has developed, a caesarean in those cases is a 
very serious matter and if it should be done at 
all, it is better also to remove the body of the 
uterus together with the tubes, which adds quite 
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materially to the post-operative shock and leads 
to a higher mortality. 


The decision to limit the classic caesarean sec- 
tion to proper cases is a modern decision and 
has resulted in great improvement. The appli- 
cation of delivery by section, when the mother 
is suffering from some dangerous disease such 
as eclampsia, is an error of the past and not 
the best teaching of the present. It is a sub- 
ject that has been thoroughly discussed from 
time to time in recent years and we should have 
learned the lesson that forced labor and immedi- 
ate delivery to those patients sufiering from 
some acute disease has been relegated to the 
background. It is rarely ever a justifiable pro- 
The mortality figures range from 24 
to 66 per cent, while the mortality figures in 
cases treated conservatively range from 2 to 18 
per cent. 


cedure. 


One of the many reasons for the fearful mor- 
tality in caesarean section may be the extending 
of indications to such an extent as to make labor 
pathologic in far too many instances. As I have 
said before, individualization of all patients is 
desirable and indications for caesareai section 
are necessarily and rightfully elastic. In doubt- 
ful cases the invocation of one’s obstetrical con- 
science will end in action which is safest for the 
patient. We must consider also in these acute 
pathological cases, that a difficult delivery from 
below with its attending lacerations, hemor- 
rhages, traumatism, and long anesthesia is by 
no means without danger to the mother, and the 
number of still births, cerebral hemorrhages 
and fractures of the cervical spine of the child 
is appallingly high. 

The mortality in caesarean section is also due 
in part to the time at which this operation is 
performed. The death rate increases approxi- 
mately one per cent with each hour of labor 
and each vaginal examination, and increases 10 
to 15 per cent after each attempt at delivery. 

It is believed by some that the primary mor- 
tality in caesarean performed before rupture of 
the membranes, before the patient is unduly 
fatigued and without vaginal examination, will 
be so low as to contrast favorably with any 
method of delivery in similar cases, and especi- 
ally if the operation be performed under local 
anesthesia. 
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Local or infiltration anesthesia has many ad- 
vantages over general or inhalation anesthesia. 
There is a diminution of post-operation nausea 
and vomiting, the absence of shock, the fear of 
post-operative pneumonia being practically dis- 
pelled, and paralytic ileus with distention, a very 
serious post-operative complication following 
caesarean section, is rare or very much less 
liable to happen. 


In complicated cases which are already taxing 
the patient’s resistance to its capacity as renal 
toxemia with high blood pressure, profuse hem- 
orrhage, organic heart disease or advanced 
tuberculosis, inhalation anesthesia is decidely 
hazardous if not absolutely prohibited. In such 
cases local anesthesia may be used with com- 
parative safety and the ease of its empoyment 
is most striking and convincing. In the use of 
local anesthesia there is no effect on the heart, 
lungs, kidneys or other vital organs of the 
mother, and it in no way affects the well being 
of the child. On the other hand when narcotics 
are employed or any form of inhalation anes- 
thesia is administered to a pregnant woman at 
term, unquestionably some of the anesthetic 
agents are absorbed by the child producing 
cyanosis and often times rendering resuscitation 
difficult. 

The absence of dehydration and suppression 
is a distinct advantage in the use of local an- 
esthesia. The carbon dioxide content of the 
blood is not altered and asidosis rareiy follows 
its use, 

Spinal anesthesia in caesarean section is being 
used by some surgeons with very pleasing re- 
sults, but I have had no experience with its use 
in such cases, and until recently obstetrics was 
given as one of the contra-indications for its 
use. However, from the reports of those who 
have used it I see no reason why it would not 
be all right in selected cases. It is said to have 
no effect on the uterine contraction and it has 
no effect at all on the baby. It would seem to 
be the anesthetic of choice in preventing the 
very troublesome and frequent post-operative 
condition of ileus in these cases. 

The last, but by no means least important, 
surgical condition that I wish to call your atten- 
tion to on this subject is episiotomy. This is 
described as a surgical incision in the vulval tis- 
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sue to prevent rupture of the perineum and 
to facilitate labor. It is a simple and a very 
important procedure and should be done more 
frequently than it is done today. DeLee says 
it should be done routinely as the prophylaxis 
against cerebral hemorrhages in the delivery of 
premature infants and in all primipara with a 
rigid vulval outlet. He says also that episiotomy 
without doubt has its place in obstetrics and 
cannot be dispensed with. Unless the obstet- 
rician knows the anatomy and knows how to do 
clean obstetric work, he had better let nature 
tear the women when she will. 


To those of us doing obstetrics, the delivery 
of a primipara without a tear either anterior- 
ly or posteriorly is quite an accomplishment. 
Sut in doing so, are we aware of what might 
have occurred and in the greater percentage of 
cases does occur beneath the intact mucous mem- 
brane, viz., a stretching of the pelvic diaphragm 
to such an extent as to ultimately tavor the con- 
_ dition of a rectocele, a cystocele and later a de- 
scensus uteri? 


We see these conditions frequently and the 
only treatment is surgical, but the better treat- 
ment is prevention by doing an episiotomy at 
the right time. 

The incidence of pelvic relaxation is 55.6 
per cent after spontaneous lacerations due to 
labor, compared with only 3.4 per cent after 
episiotomy. 

Some obstetricians prefer making the incision 
in the median line, or perineotomy, but the 
majority who have written on the subject pre- 
fer the left medio-lateral incision for the reason 
that it provides the greater space at the outlet 
and the incision may be extended into the ischio- 
rectal fossa if necessary. 

In conclusion let me urge you that when you 
are called upon to resort to surgery in an obstet- 
rical case, that you be not in too big a hurry 
but take time to give your patient the same pre- 
operative care and preparation that you would 
any other surgical case. 


DISCUSSION 


Dr. I. C. Knox (Vicksburg): Dr. Flynt has 
brought us some timely warnings as well as sound 
advice in this paper today. I believe there is more 
poor work being done in obstetrical surgery than 
in any other branch of surgery and I think it very 
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timely of Dr. Flynt to choose this subject and dis- 
cussion at this meeting. 

After reviewing the literature and obtaining the 
opinions and the results of experiences of many 
noted men doing obstetrics, we find ourselves, in 
each individual case, left to decide the proper pro- 
cedure for adequate handling of the problem pre- 
sented. 


As to the episiotomy, the indications are, in the 
main, first in primiparae, where the perineum is 
greatly distended and the muscles are being over- 
stretched and separated, and where ultimate lacer- 
ation is imminent; second, in premature labor, 
whether primparae or multiparae, if the pressure 
is great. The method is left largely to the indi- 
vidual operator, but on account of less bleeding, 
in my opinion, and because better repair can be 
done, I prefer the median incision. This is almost 
universally followed in our clinic and in about 
eight per cent of our cases last year an episiotomy 
was done. 

As to caesarian section, I am glad that the pen- 
dulum has swung back from the more or less radi- 
cal viewpoint of a few years ago. The reasons 
ascribed at that time for doing caesarian sections 
were too numerous to mention now and I am glad 
that lots of them are being forgotten. Almost 
every doctor of any prominence and many less 
known have written their views relative to caesa- 
rian section. The indications for caesarian section, 
in my opinion, are few. Where there are obstruct- 
ing tumors, placenta praevia centralis, rachitic or 
contracted pelvis, I see no reason to wait, but to 
do a caesarian as soon as possible. In eclampsia, 
we rarely find a case that should have caesarian 
immediately. To operate upon one of these cases 
without the recognized pre-operative preparation 
being made or without getting the patient in as 
good surgical condition as possible is inexcusable 
and no doubt the mortality reported in some of 
these cases is due to lack of proper pre-operative 
preparation. Occasionally these cases will not 
respond and perhaps caesarian section is indicated. 
There is one other condition—separation of pla- 
centa—which probably is an indication for caesa- 
rian section. 

As to repair of a lacerated cervix, there we have 
different men, and excellent ones too, differing as 
to when to repair a lacerated cervix. It has been 
our rule to do these immediately, although I know 
there are some of the best men in America, namely 
DeLee, who wait until the ninth day and then re- 
pair the laceration of the cervix. If the cervix 
is lacerated alone and not the perineum this prob- 
ably is a good procedure and is perfectly safe. If 
the perineum has undergone extensive repairs, 
then you are meeting not only with difficulty, 
but also facing a danger of undoing your primary 
repair of the perineum. So I think each case 








462 


should be handled according to its own merits and 
indications. 

I enjoyed very much Dr. Flynt’s paper and I am 
sure that I will benefit by having discussed it. 

Dr. S. S. Caruthers (Duck Hill): I did not rise 
to discuss the paper but to ask for information— 
after caesarian section, followed up to show be- 
havior of the uterus, is the danger of ruptured 
uterus materially increased in subsequent labors? 
I have not had opportunity to have come in con- 
tact with any carefully studied statistics with that 
question in front. 

Dr. Joe Green, (Laurel): I was downstairs and 
could not be here in time to hear this paper read 
but I believe from the discussion I have heard, 
we are taking care of the surgical end of it which 
is right; however, you gentlemen have no surgical 
part in these cases. I do a little obstetrics all 
the time—would do more if I had the chance—] 
am more thoroughly convinced each day that prac- 
tically the large number of cases of ulcerated 
perineum and torn cervix could be prevented if 
the obstetrician would do his duty. A man that 
hasn’t patience should not do obstetrics, and a 
man that will go in because he is in a hurry with 
a ruptured os and begin giving pituitrin should 
be ashamed if he has any feeling for the future 
welfare of that woman. But if we get complete 
dilatation, this could be done in a majority of the 
cases by treating with morphine, but if you do I 
want to tell you now—watch your babies, and if 
you will watch them close enough you will con: 
clude it is not the thing to do. I used to do 
obstetrics in a hospital where they required it, 
but I am saying, and I believe it is not worth 
while. Manufacturers claim it has no effect what- 
ever on the constructual part of the uterus. I 
think they are wrong; however, it does work 
beautifully in a lot of these rigid cervices. If you 
must use instruments to help the mother to de- 
liver put her to sleep. Keep the thought before 
her “don’t bear down” and she will go to sleep. 
It takes 20 or 25 minutes to get that baby’s head, 
but if you go slowly you won't have any lacer- 
ations, and of course if you do get one, do your 
repair work. So many ‘hundreds and thousands 
of women all over this country today are gyne- 
ological patients and surgical cases of jack-leg 
obstetricians. We can not help what has gone 
behind us, but let’s do better in the future. We 
know better, we should be willing to stay with 
these mothers and take care of them if we assume 
the responsibility of the case. 

Dr. M. L. Flynt (closing): I wish to thank the 
chairman and gentlemen for the discussion of 
this paper and in reply to inquiries with reference 
to caesarian section,, some have said “Once a 
caesarian, always a caesarian.” I do not know 
whether that is true or not. I have had the ex- 
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perience of delivering one woman normally after 
she had had caesarian. I also have had the ex- 
perience of doing the third caesarian on a woman 
who had had two previous ones. I did not think 
she could deliver the baby normally. After she 
had gone into labor for a few hours, she rushed 
into our place and was having hard pains, and 
without any vaginal examination we put her on 
the operating table and did a caesarian. We were 
delighted that we did when we got inside, for 
she had had several pains and the uterus had 
ruptured about one inch. About one more pain 
and she would have had a baby in the abdomen. 
She is living today but won’t have any more 
babies, because we tied off the tubes. I think that 
should be done in every case of the third caesa- 
rian. I do not believe women should be allowed 
to have more than three caesarians, anyway. That 
has been my experience in answer to that question. 


In regard to Dr. Green in his discussion, I do 
not think he heard all of my paper. I do not 
care how careful we are with our obstetrical prac- 
tice, we will have cases in which we will have to 
resort to surgery. As I brought out in my paper, 
there is one surgical procedure that I think should 
be done frequently, and that is episiotomy. Of 
course it is an operation, but it is simple, and you 
will be delighted with the results when you try 
it. If this operation is done and closed right, it 
will certainly help you in your bad cases. 





CERVICAL OBSTRUCTIONS* 


W. F. HAND, M. D. 
JACKSON, Miss. 


In presenting this paper on cervical obstruc- 
tions I do so, not with the idea of bringing out 
any new facts, but merely to bring to your at- 
tention a few points as “food for thought”. If 
I may be able to cause you to think more often 
of the cervix acting as a focus of infection 
alone, I shall feel amply repaid. Not only the 
gynecologist, but the internist and general prac- 
ticioner as well, are constantly encountering 
cases of cervical obstruction yet do not give 
these conditions the attention that they should 
be given. I am convinced that these lesions are 
of outstanding importance. 

Cervical obstructions may be classified as con- 
genital, acquired, partial and complete. 


To understand congenital obstruction of the 


*Read before the Section on Surgery at the 
Sixty-sixth Annual Session of the Mississippi State 
Medical Association, Jackson, May 10, 1933. 
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cervix it is well to remember that the entire 
genital canal, vagina, uterus, and tubes, is de- 
rived from the Mullerian tubes, or ducts. When 
the Mullerian ducts fuse at their lower ends 
they are first solid, but eventually become hol- 
lowed out and form the common genital tract. 
Just as we may find congenital abnormalities of 
the vagina, uterus, or tubes, so it is with the 
cervix. There may be total absence of the 
endocervix, or only partial absence, producing 
complete or partial obstruction, or atresia. This 
type of case is rare, yet may occur. The cervix 
is peculiarly affected by genital infantilism. It 
may share in a general defective development 
that is apparent in all the organs, or it may ex- 
hibit individual faults, the rest of the system 
being normal. 


The classification in which we are most inter- 
ested is the acquired type of obstruction. The 
largest majority of cases of obstruction in 
young women is found in those who give a his- 
tory of genital infection, frequently gonorrhea, 
and those who have had instrumentation for one 
cause or another. Patients who have had gon- 
orrheal endocervicitis, and who have had re- 
peated treatments of the cervix, particularly 
during the actue stage, present cervices with 
single or multiple strictures. Next in frequency 
is the stricture produced by the use of radium, 
within the uterus or cervix. This, as a rule, is 
due to an over exposure. These strictures usu- 
ally become apparent at the stage of marked 
contraction which usually occurs after about six 
months. Quite often we see strictures, some 
severe, following the use of the cautery, par- 
ticularly if the cautery is too hot or if too much 
of the endocervix is destroyed, by too many 
linear cauterizations or if the cauterization is 
carried too high in the canal. Curretage fre- 
quently causes obstructing bands of adhesions; 
corrosive drugs as phenol, zinc chloride, etc., 
are equally to blame for adhesion formation. 
Instrumentation of any kind, as in instrumental 
abortions, instrumental deliveries, normal deliv- 
eries with cervical lacerations, dilatation for 
various purposes, produce injuries to the deli- 
cate mucous membrane which allow {formation 
of adhesions soon after the structures come in 
contact unless steps are taken to prevent such. 


The insertion of well lubricated gauze, or 
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smooth glass pessary for about thirty-six hours 
in case of simple dilatations answer the purpose 
well. Following such above mentioned dilata- 
tions or other instrumentations, leucorrhea fre- 
quently follows, the treatment of which may 
cause strictures unless gentleness prevails. 
Cervical operations and even supraviginal 
hysterectomies sometimes cause strictures which 
hinder the proper cervical drainage. Some of 
the worse types of strictures follow cervical 
amputations and trachelorraphies, some prop- 
erly and some improperly performed. Senile 
changes following the menopause may cause a 
closing of the cervical canal itself, or may cause 
obstruction due to the presence of some pre- 
menopausal condition, as a polyp, which before 
the change had produced no obstruction or symp- 
toms which noticed at all. Abnormal 
growths in the cervix or even the lower portion 


were 


of the uterus may cause obstruction. 
fibroids, benign or malignant 
growths are frequent causative factors during 
and even after the child bearing period. Large 
nabothian cysts have been seen to partially 


Polyps, 


and_ other 


occlude the cervical canal, preventing thorough 
Malpositions of the uterus, 
either congenital or acquired, are mentioned, 
but in the opinion of the writer these abnormali- 


and ready drainage. 


ties do not cause as much real trouble relative 
to the occlusion of the endocervix as is com- 
monly believed. 
to all rules. 
Why have we just come to realize the value 


However, there are exceptions 


of studying and looking for cervical obstruc- 
tions? As Dr. Curtis, of Chicago, said in one 
of his papers, it must be due to the fact that 
we have heretofore had our mind on the path- 
ology above the cervix and thus overlooked the 
real cause of the pathology. Frequently we see 
cases of cervical obstruction complaining of 
leucorrhea, dysmenorrhea, dark tarry blood at 
the period time, nervousness, and other signs 
and symptoms. There may be intermittent dis- 
charge of pus or muco-pus caused by the accu- 
mulation above the obstruction. Above prac- 
tically all obstructions there is a certain amount 
of dilatation which acts as a pocket. This 
dilated area retains secretions which become 
old and irritating, producing vaginities ard other 
symptoms. Pyometra and hydrometra follow 
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cervical obstructions. These latter conditions 
are usually, not necessarily, seen after the 
menopause, especially hydrometra. Cervical 
obstruction may cause a back flow of menstruai 
blood into the peritoneal cavity, infection may 
be carried up that way with all of its conse- 
quences but no doubt this is rare. 


In patients who are past the menopause and 
come in complaining of persistent or inter- 
mittent leucorrhea be careful in exploring the 
cervix for there is usually some sort of obstruc- 
tion, malignant or otherwise. 
not always easy to find. In exploring the cer- 
vix it is best to first use a small flexible sound 
with the enlarged rounded tip. This type will 
do no damage if carefully used. If no obstruc- 
tion is found a small blunt fish-hook type sound 
should be used so that on withdrawing the sound 
the hook will become lodged in the pockets. 


Obstructions are 


The usual type of obstruction, that is from 
mild adhesions or constricting bands, usually 
yields to simple dilatation, not one dilatation 
but frequent gentle dilatations with graduated 
dilators. Strictures following the use of the 
cautery are very difficult to handle. 
tion is the best. 


Preven- 
What the writer thinks to be 
the best method of cauterization, if cauterization 
is to be used at all, will be shown on the screen 
later. Even this method should be followed by 
the use of sounds to prevent cervical stenosis. 
Obstructions due to polyps of course can be re- 
lieved only by removal of the obtructing body. 
Occasionally more extensive surgery must be 
resorted to, as one of the operations for com- 
plete removal of the endocervix, the Sturmdorf 
or Shroder operation. The Shroder operation 
has the disadvantage of leaving a greatly muti- 
lated cervix in case the sutures slough or the 
operation is not well performed. Since the 
advent of the radio knife, a special attachment 
thereto enables one to core out the endocervix 
nicely. As much of the endocervix may be 
removed as is desired, small bits being removed 
at a time and very little contraction follows and 
no hemorrhage, the ends of the vessels being 
seared over by the coagulating current. Occasi- 
onally in cervical obstruction it becomes neces- 
sary to do a total hysterectomy. The writer be- 
lieves that total hysterectomy will soon replace 
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the supravaginal operation in many of the cases 
which are now receiving the latter. 


SUMMARY 


1. Obstructions of the cervix may be either 
congenital, acquired, complete or incomplete. 


2. The recognition of cervical obstruction 


is just now beginning to be given proper con- 
sideration. 


3. Symptoms of obstruction are persistent 
or intermittent leucorrhea, offensive or un- 
unoffensive, before or after the menopause; 
dysmenorrhea; dark tarry discharge; enlarge- 
ment of the uterus from pyo- or hydrometra 
in case of complete obstruction; amenorrhea in 
case of congenital obstruction; various general 
symptoms which may develop in the face of any 
other focal infection. 


4. Pathology includes all types of obstruc- 
tion either partial or complete, with retained 
products which act as a focus of infection. 

5. The treatment of cervical obstruction re- 
solves itself into the removal of the obstructing 
parts, whatever they may be, by proper surgical 
procedures. 


DISCUSSION 


Dr. A. M. McCarthy (Electric Mills): While the 
essayist was reading his paper I recalled very 
vividly my clinical introduction to this subject and 
if you will spare me a few minutes I believe I 
will relate it, for it will emphasize by example 
two or three of the major points that Dr. Hand 
has brought to our attention. This experience 
dates back to my internship. A white woman was 
admitted to the gynecological service complain- 
ing of lower abdominal discomfort and amenorrhea 
of three months duration. In her past history she 
related that she ‘had a cervical cauterization, in 
the same hospital, about a year previously. In 
my examination I found what I thought was an 
exceptionally normal appearing cervix for a multi- 
parous woman, i. e. the external os was round, 
small, and clean. Bimanual palpitation revealed 
the uterus to be enlarged to approximately the size 
of a three months pregnancy, it was symmetrical, 
soft, and moderately tender. I immediately con- 
cluded that the woman was pregnant and was 
about to call upon the obstetrical department to 
accept the patient on their service when the at- 
tending gynecologist came in to make ward 
rounds, and it happened to be my former pro- 
fessor of gynecology. When we came to this 
woman’s bed I related the history and my physical 
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findings and ventured the opinion that the patient 
should have been admitted to the obstetrical 
service. Professor quizzed the woman in detail 
about her symptoms and past history and then 
suggested that we examine her together before 
we called in any outside help. As soon as she 
was placed upon the examining table, Professor 
became very interested in this woman’s cervix. 
He inspected and palpated it and then called for 
a probe. He very gently tried to pass this up the 
cervical canal. It entered the external os and 
passed up the canal about a cm. and met an 
obstruction. He tried a smaller probe and it 
would not pass the obstruction. He sent me to 
urology for a small filiform bougie and even this 
would not pass the obstruction. Thus, very much 
to my chagrin, I had demonstrated to me my first 
complete cervical obstruction. Investigation of 
previous record revealed that this woman’s cervix 
was cauterized with an actual cautery of the old 
soldering iron variety. I assisted at the operation, 
next morning, that was necessary to relieve the 
obstruction, and it amounted to virtually an ampu- 
tation of the cervix. When the canal was opened 
about a cupful of chocolate colored thick fluid 
material was evacuated from the uterus. This 
was the accumulated discharge of three menstrual 
cycles some of which no doubt was expelled back 
through the tubes into the pelvic cavity and prob- 
ably the cause of some of her pain. I was taught 
three important lessons from this one case, and 
that is the one reason that I mention this experi- 
ence. First, it taught me the fallacy of an inade- 
quate examination; second, it taught me the value 
of a cervical probe; and third, it taught me the 
disastrous results that can occur from improper 
cervical cauterization. 

The essayist has demonstrated to us a simple 
and safe method of electro-surgical treatment of 
endocervical infections which will eliminate the 
possibility of such disastrous results. I heartily 
agree with him that too little attention is paid to 
the cervix in our search for focal infections. If 
we could but see the lymphadenitis and often the 
phlebitis that occurs in the perimetrial tissues and 
broad ligaments in association with endocervical 
infections, then we would be just as prone to 
accuse the cervix as we are the tonsils when we 
feel the nelarged glands in the neck. I wish to 
congratulate Dr. Hand for the manner in which 
he presented this very timely subject; one that 
has been crying for emphasis for a leng time. 

Dr. E. R. Nobles (Rosedale): This is the first 
time I have heard a paper on this subject in quite 
a long time. It appeals to me as being very timely, 
and I want to compliment the essayist for present- 
ing it so concisely. 

Benign lesions of the cervix have a three-fold 
meaning to me: First, to be considered is the 
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local effect, manifested generally by an annoying 
discharge, either continuous or intermittent that 
often will tax the ingenuity of any of us to cure; 
second is the focal effect to which our attention 
has been especially directed in recent years; 
and, third, the irritation present and the trauma 
often inflicted to effect a cure, causes a certain 
degree of apprehension as to the ultimate fate 
of this tissue as the patient approaches the cancer 
zone. 


The cervix has been treated by the profession 
as a whole I think with as little consideration as 
any organ, the tonsil and appendix not to be ex- 
cepted. It has been incised, curretted and cauter- 
ized, and then promptly forgotten, in spite of the 
fact that one-third of the cancers in women origin- 
ate in it. We know that it is only passively in- 
volved in the menstrual cycle, but we also know 
that there are several critical periods in its his- 
tory, and those of us who give our patients routine 
care should be certain to inspect it :(1) a month 
or two after parturition; (2) again at the end of 
the nursing period; (3) always in the presence of 
a leucorrhea or a history of prolonged treatment 
for this condition; and, (4) once a year at least 
for the first five years after the menopause. 

If this is done our position is greatly improved 
in handling these troublesome lesiens and our 
patient can often be relieved of a surgical attack, 
which even in the best of hands is not always so 
satisfactory. 

Although the use of strong chemicals such as 
tincture of iodine, carbolic acid and strong solu- 
tions of zinc chloride and silver nitrate have been 
approved and used, they hardly fit in with our 
present conception of the treatment of local in- 
fections elsewhere, and undoubtedly the abuse of 
these agents has been responsible for many strict- 
ures in this canal. 

Milder antiseptics, even in the chronic infection, 
are much the safer treatment. 

Electric cauterization as a routine for these in- 
fections should not be over emphasized, but in cer- 
tain selected cases it is certainly an effective 
means of eradicating these infections, if properly 
used, not repeated too often, and the effect is care- 
fully observed for at least six months. 

Dr. E. R. Nobles (Rosedale): There appears 
to be no direct relation between this procedure 
and the future development of cancer, but there 
is danger of causing a stricture unless the prin- 
ciples are observed that you have just seen demon- 
strated here on the screen. 

I would like to direct your attention to some 
absolute contraindications to electro-cauterization 
which have not been brought out, namely: (1) preg- 
nancy; (2) acute endocervicitis; (3) any acute 
or subacute inflammatory process within the pel- 
vis; and, (4) the group of cases in which cauteri- 
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zation is to be immediately followed by repair 
work for then the discharge will usually be so 
profuse as to endanger the suture line. 

Chronic endocervicitis with deeply infected mu- 
cous glands, presenting with any of the numerous 
types of strictures, can really be the bane of gyne- 
cologic practice. 

Associated with this condition is sometimes 
evidence of a focal infection, manifested quite 
often by arthritis of the smaller joints, certain 
ocular diseases curiosly similar to the 
see from the prostate. 

Frequently relief can only be obtained through 
radical surgery or cauterization and the results 
every once in a while are brilliant. In the oper- 
ation of subtotal hysterectomy, if the patient is 
to receive all the protection she rightly expects, 
the mucous lining of the cervix should be coned 
out at the time or thoroughly cauterized prior to 
the section. 

Following this operation the cervix is left poorly 
supplied with blood, certain degenerative changes 
always take place, its resistance is low to recent 
or latent infections, and, consequently it is often 
found to be the source of a focal infection, and 
besides in those women who have borne children, 
two of these out of a hundred are the future sites 
for cancer. 

Just as haemorrhage after the menopause causes 
a suspicion of cancer, also should an intermittent 
or profuse leucorrhea at this time lead us to sus- 
pect obstruction as the cause. 

“There are three simple factors always to be 


type we 


considered in making a diagnosis of obstruction 
here, time, plenty of light and make a care- 
ful search, and the chief consideration in the 


treatment should be the pathology back of it and 
then the method of management determined after- 
wards. 

Dr. W. H. Scudder (Mayersville): In this con- 
nection I will mention two cases which came under 
my observation. The first occurred many years 
ago. A young white country girl of 16 or 17 
years of age married a lusty young farmer, and 
in due time developed the usual abdominal enlarge- 
ment then the rule with the recently married in 
those days. Nine or ten months elapsed, and no 
baby. Something was wrong. Finally an old 
country doctor was called in to find out why she 
did not have her baby. This was the first time 
in her life that a doctor had ever been called to 
her. It is not recorded how the old medical 
pioneer made his diagnosis, but he knew some 
anatomy and had common sense. He made a 
puncture where the os uteri ought to be, dilated 
this opening with a pair of glove stretchers, and 
with the long handle kitchen spoon scraped out 
a pailful of dark tarry blood. The girl had never 
menstruated, and this was the accumulation of 
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five or six years. The way was thus opened, and 
straightway she began her work of replenishing 
the earth. 

The second case was that of a robust young 
negro girl of 12 to 14 years who had never men- 
struated. The abdomen was distended, 2nd more so 
periodically. An examination revealed a tough, im- 
perforated hymen. An incision to complte a useful 
vagina for ‘her was suggested, and refused by her 
mother—afraid to have the girl “cut.” After about 
a year there was a slight stain at menstrual 
periods, from two or three pin point holes in the 
hymen, probably from hat pin punctures. A year 
later the young woman came to me very sore 
with a rough, jagged hole in the hymen, v-shaped, 
and 1% inches long, made with some blunt instru- 
ment. After treatment this hole was regularly 
and systematically enlarged by the frequent use 
of the proper organ, and the result was a pair 
of fine twins. 





NEURONITIS COMPLICATING 
PREGNANCY* 
GILLESPIE, JR., M. D. 


GREENWOOD, MIss. 
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‘The actuality of a polyneuritis or neuronitis 
from some form of autointoxication during 
pregnancy causing a paralysis, has long been an 
established fact. It is true it is seldom encoun- 
tered, but the seriousness of the complication 
demands attention and emphasizes the need of 
careful neurological study of pragnant women 
with hyperemesis. 

Since the latter part of the nineteenth cen- 
tury a rather large number of cases have been 
reported in the literature as neurological 
changes of pregnancy, but after careful exami- 
nation of the records, Berkowitz and Lufkin of 
the University of Minnesota, have been able ta 
collect only fifty-two cases including four of 
their own, in which they believe the neurological 
changes producing a paralysis were dependent 
upon pregnancy. To this condition they have 
applied the term “neuronitis of pregnancy” be- 
cause their autopsy findings have shown nerve 
cell involvement as well as peripheral nerve 
changes. Also both clinically and pathologically 
it presents a distinct picture from other compli- 


*Read before the Section on Medicine at the 
Sixty-sixth Annual Session of the Mississippi 
State Medical Association, Jackson, May 9, 1933. 
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cations which result from toxic conditions in 
pregnancy. 

That there should be neurological aspects in 
pregnancy is not surprising when we consider 
the changes that take place in the blood, in the 
vital organs and in the new direction of in- 
creased metabolic activity during this period. 

A great many varying theories have been sub- 
mitted to 
pregnancy, 


explain the cause of neuronitis of 
and even now, the exact nature of 
the toxin is obscure, but most investigators 
agree it is apparently of autogenous origin, pos- 
sibly arising from disturbed metabolism asso- 
ciated with defects in the excretory organs in 
the pregnant state; where even in healthy in- 
dividuals there is so great a change in the bio- 
chemistry of the body. 

The appearance of this complication is sim- 
ilar to a severe form of nausea and vomiting 
and the symptoms of the nerve changes are the 
same as those resulting from alcoholism, “jake” 
paralysis and infectious conditions. Records 
show it occurs more frequently in the first or 
second pregnancy, within the first three months, 
in women between twenty and thirty years of 
age. The vomiting, beginning in the first two 
mild, indistinguishable 
from the ordinary type of vomiting of preg- 


months, is generally 
nancy, but gradually becomes more severe and 
shows little response to treatment; until symp- 
toms of paralysis occur when it usually abrupt- 
ly stops. The patient becomes weak and dehy- 
drated, the pulse gets rapid, blood pressure and 
temperature may vary but little from the nor- 
The 
symptoms are complaint of weakness, numbness 


mal. early manifestation of neurological 
and muscle cramp usually in the lower extremi- 
ties, not suggesting a particular alarming condi- 
tion, but as it progresses there is paralysis of 
the lower extremities, then the abdominal mus- 
cles, diaphragm, thorax, upper extremities and 
even cranial nerves are involved. Sphincter dis- 
turbances may appear from cord lesions. Men- 
tal symptoms as confusion, disorientation and 
delirium appear not uncommonly along with the 
peripheral nerve changes. 

Laboratory examinations may reveal no in- 
formation, showing normal blood picture, nor- 
mal blood chemistry, negative urinary findings, 
and normal spinal fluid. Berkowitz and Lufkin 
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made gross and microscopic postmortem examli- 
nations on three cases and reviewed six other 
cases where these examinations were made. The 
summary of their findings is that gross anatom- 
ical changes are few, and microscopical lesions 
seem slight for the symptoms presented. The 
liver and kidney may show cloudy swelling. 
There are definite degenerative changes in the 
peripheral nerves and anterior horn cells of the 
cord, with petechial hemorrhages in the brain 
and cord. 


In the treatment of the condition early diag- 
nosis is the sheet anchor to successful thera- 
peutics. Pregnant women with severe vomiting 
should be very carefully examined and the 
symptoms of weakness, numbness and muscie 
cramp recognized as_ possible neurological 
changes and not altogether due to inanition dis- 
turbances. 


The sooner artificial induction of labor is con- 
sidered the better the prognosis in this compl.- 
cation. Most patients show immediate improve- 
ment after abortion, but some will continue to 
grow worse for two or three weeks. If abortion 
is deferred until paralysis occurs, the nerve celis 
are frequently destroyed preventing complete 
recovery. If paralysis does occur the muscles 
and joints should be given active and passive 
exercise as soon as pain and tenderness will per- 
mit, to prevent contractures and deformities. 
The usual symptomatic treatment as rest, seda- 
tives and supportive diet should be instituted. 


CASH REPORT 


R. N., white, married, aged 27 years, admitted to 
Greenwood-Leflore Hospital September 3, 1932, 
rather weak and dehydrated but apparently not 
very toxic. Her family history was essentially nega- 
tive. She was a college graduate and led a rather 
quiet sedentary life. She married five years ago, 
became pregnant the first time about one year 
ago and had spontaneous abortion about the sixth 
week. Became pregnant the second time May, 1932 
and was extremely anxious to have a baby. Nausea 
began about the sixth week after last menstrua- 
tion but she did not lose a meal until two months 
pregnant. Nausea and vomiting continued uncon- 
trolled until she had lost thirty pounds when she 
entered the hospital. She improved for a week and 
returned home. She again vomited frequently and 
was readmitted to the hospital October 2, hav- 
ing lost five more pounds, more dehydrated and 
more toxic. She was complaining of numbness and 
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pains in the lower extremities at this time. Ab- 
solute rest, sedatives, hypodermoclysis, intraven- 
ous glucose and nothing by mouth was rewarded 
by even more severe vomiting and aggravated 
neurological symptoms. On October 7, an abortion 
was produced delivering a foetus that had been 
dead apparently a few days. She was extremely 
weak and toxic the day following abortion and con- 
tinued to vomit every few minutes. Three days fol- 
lowing abortion vomiting ceased, the lower ex- 
tremities that had been having cramping pains, be- 
came completely paralyzed. The paralysis was pro- 
gressive in nature extending within ten days to 
the diaphragm and upper extremities with incon- 
tinence of urine and feces. She was desperately ill, 
pulse rapid and weak, respiration rapid, shallow 
and carried on by the thoracic muscles. She talked 
in a husky whisper, was disorientated and con- 
fused and complained of severe pains in the lower 
extremities. Within fifteen days after abortion she 
began to improve, sphincter corttrol returned, breath- 
ing became more diaphragmatic, and function be- 
gan to return in muscles of arms and shoulders. 
Improvement was slow and gradual and she was 
able to be removed from the hospital November 
20, forty-four days after abortion. Throughout the 
course of this illness laboratory findings were of 
no significance of its seriousness. 


The extremities showed definite atony and 
atrophy of muscles especially the distal muscle 
groups. Under rest, supportive diet, active and 
passive muscle exercise by a faithful and efficient 
nurse, the patient is now able to stand alone and 
take a few steps. There is still rather marked 
weakness and atrophy in the distal muscle groups 
of the extremities, with the typical “jake-leg” type 
of gait, but we feel this patient will eventually re- 
cover with little deformity. 


This one experience impresses us that neuroni- 
tis complicating pregnancy is a serious neurologic- 
al phenomenon that should be recognized early and 
prevented by therapeutic abortion. 


DISCUSSION 


Dr. S. E. Eason (New Albany): When the chair- 
man first called me and told me he wanted me to 
discuss this paper on neuronitis, I did not know 
what he was talking about, and thought it was my 
ignorance. So far as my experience goes, I am like 
Dr. Gillespie, what I read in the paper is all I know 
about it. When I got his paper last Friday to pre- 
pare my discussion I ran across an article on poly- 
neuritis. A day or two before I found that meant 
the same thing, and I have about decided it is like 
the professor of obstetrics asking the medical stu- 
dent what was the cause of eclampsia, and he 
studied a long time and finally he said, “Doctor, 
I knew but I declare I have forgotten.” The pro- 
fessor said, “You have committed the greatest 
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crime known to medicine, because you are the 
one man who ever knew and you have forgotten.” 


So far as I can find from the study of poly- 
neuritis in pregnancy they have failed to isolate 
the toxin that has caused it. Strauss and Castle- 
man have not only failed to find the toxin, but 
they have found a lack of vitamin B 1 and B 2, 
and a lack of iron in the blood, and Strauss lays 
particular stress upon the fact that after all is 
done the only cure is abortion, but he advises 
in all cases of pregnancy a reasonable protein 
diet before the nausea begins; then when these 
symptoms begin if there is nausea you feed lib- 
erally a heavy protein diet, together with iron 
and yeast; liver extract administered intra-mus 
cularly, and in many cases he claims in which 
he uses it intra-muscularly he has succeeded in 
controlling nausea enough to get them on a diet 
by mouth, where he can save a great many of 
these cases from abortion. He lays especial stress 
on the iron and yeast, or any diet containing vit- 
amin B 1 and B 2, and the cases that he reports—- 
a great many of them—were just like the one 
Dr. Gillespie reported. He lays particular stress 
on the prophylaxis of protein diet in all cases of 
pregnancy and the intramuscularly administered 
liver extract rather than an abortion where pos- 
sible to avoid it. 

Dr. Joe Green (Laurel): This is an interest- 
ing paper because to most of us it is a new aspect 
we have to deal with. I think we are all indebted 
to the doctor for bringing this paper at this time. 
I am not going to discuss it, however, I will say 
this that possibly there are more of these cases 
than we know about. We overlook them and 
call them something else. I was thinking about 
a case—I did not see the woman, she was in the 
state hospital and the doctors, who were both 
good men, in charge, gave practically the symp- 
toms the doctor mentioned here and discussed it 
with me on several occasions, and their diagnosis 
was that she had hysterics. She became paralyzed 
and in due course of time, I am not sure that 
labor was brought on or whether she delivered 
normally, but they isolated her and kept folks 
away, but she was a very sick woman. I do not 
know whether the baby lived or not. One of the 
doctors said that two weeks after she delivered 
he let her go home, and he told them to keep 
her in bed and she would be all right. He might 
have been right, and I was just wondering if 
she didn’t have what the doctor spoke of here 
today. If it was, the doctor, and I say it is no 
reflection on him—but it will pay us to look well 
into our cases at all times under all circum. 
stances. It was a good paper. 

Dr. R. C. Bunting, (Memphis, Tenn.): It is 
interesting comment that most of us associate 
Korsakoff’s syndrome with alcoholism when as a 
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matter of fact ,the first case he reported in out- 
lining the mental condition, now bearing his 
name, occurred in a case of polyneuritis of perg- 
nancy. 


The type of case being reported by Dr. Gilles- 
pie, while unusual, is not exceedingly rare. In 
addition to Berkowitz’ and Lufkin’s cases refer- 
red to by the doctor, I can recall, off hand, von 
Hosslin, Ely, Ledoux, and Layain making similar 
case reports. Some of these cases occurred in the 
third month of pregnancy and in another, neuritis 
developed two weeks after the uterus was emptied 
preceded by six weeks of incessant vomiting. 


Much splendid work has been done by many 
men upon the lower animals in the study of 
deficiency of vitamins. We have but to recali 
the work done by Eijkman reporting experimental 
production and cure of polyneuritis by means of 
diet. The production of polyneuritis in pigeons 
fed on diets lacking vitamin B, though contain- 
ing some of the other vitamins, has been reported 
by Randoin and Lecoq. Sandles produced nutri- 
tional polyneuritis in rats and other have shown 
chronic polyneuritis can be developed in rats on 
diets not entirely lacking but deficient in the 
anti-neuritic vitamin. Further, he could induce 
clinical signs of degenerative changes in the cord 
by the ergot toxin and by the addition of vitamin 
A to the diet he could arrest the degenerative 
condition. 

Burnette and Howe have shown that mal- 
absorption, or deficiency of vitamins, may mani- 
fest itself clinically in impaired digestion, diar- 
rhea, weakness, and colitis before the occurrence 
of the nervous symptoms. So, at this point, we 
can ask ourselves if the case that is being re- 
ported here, today is not the result of not so 
much of a “toxic or infectious” agent, but rather 
are we not dealing with the clinical picture of 
polyneuritis arising in sequence of absence of 
vitamins? Dr. Gillespie has related the extreme 
amount of vomiting occurring in this case and 
even when she ate she did not retain. If she did 
retain any food, was it digested? If digested, 
was it assimulated? As a matter of fact, the 
patient took very little food and when she did 
take any, more often she vomited than she re- 
tained, and if she retained it, it is doubtful if 
there was satisfactory metabolism of it. I think 
we can definitely say, from the details that have 
been given us by the doctor, this woman was suf- 
fering with avitaminosis—a food deficiency. If 
there was a “toxic or infectious” element pres- 
ent, then the connecting link producing the neu- 
ritis, or neuronitis, was on absence of vitamins. 

As the essayist has so appropriately said, the 
peripheral changes in the nerves are often the 
least of the damage, for it is a fact that the 
central nervous system changes may be greater 
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than the peripheral ones. To illustrate, you have 
but to recall cerebral changes sometimes occur- 
ring in lead poisoning. It is reported in litera- 
ture the optic nerve shows degenerative changes 
in some cases of multiple neuritis. 


If the premise of the absence of vitamins being 
a large factor in the production of multiple neu- 
ritis is true, is it not plain that with cases so 
affected a major part of the treatment should be 
directed toward a diet rich in vitamins A, B-l, 
and B-2 (G). 

Dr. Gillespie (closing): I am grateful to the 
gentlemen for their discussion. I may say that 
I am indebted to the investigators at the Univer- 
sity of Minnesota, Drs. Berkowitz and Lufkin, for 
the term neuronitis. They differentiated it from 
polyneuritis, because they claim there is a defin- 
ite change in the nerve cell. Where we have 
been speaking of a polyneuritis there are changes 
in the peripheal nerves, but these cases show 
changes in the cord and in the brain and for 
that reason they adopted the term neuronitis. 
This article on polyneuritis came out in the 
Journal of the A. M. A. two weeks ago, after I 
had studied the literature and written my paper, 
and is very similar to the report that I have 
made here this evening. They claim it is a diet- 
ary deficiency due to a deficiency in the vita- 
mins but in accord with the investigators at the 
University of Minnesota, I argue the question 
that even though it may be a dietary deficiency 
yet it is toxic in nature and will produce a de- 
structive effect upon the nerve cells and the peri- 
pheal nerves. 


I. brought this subject before us this afternoon 
because this one case has been a trying experi- 
ence to the doctors that have been trying to pull 
this poor, unfortunate patient through this terri- 
ble experience—a strong, fine, healthy, vigorous 
woman that was afflicted and it looked as if she 
would die from the paralysis. I firmly believe 
if I had known as much about the toxic nerve 
changes in pregnancy when she came to me four, 
or five or six months ago, and I had recognized 
those symptoms of numbness and pains in the 
muscles of the extremities and had instituted an 
early abortion, I believe we would have saved her 
from this terrible experience. This is the one 
point I want to stress today—lets’ observe these 
things, because a therapeutic abortion is not a 
serious procedure. A woman can become preg- 
nant again, but when she gets into the condition 
this poor woman was in, I do not believe we will 
ever allow her the privilege of becoming preg- 
nant. One point I want to stress. Let us beware 
of our patients who are pregnant and suffering 
with severe vomiting. Let us observe the early 
nerve changes and not hesitate to do a therapeu- 
tic abortion. 
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CARCINOMA OF THE COLON* 


M. Q. EWING, M. D. 
Amory, MISss. 


Although this paper is being read before the 
surgical section it was not prepared particularly 
for presentation to surgeons. I have nothing 
new to present in either diagnosis or treatment 
and all surgeons are or should be very familiar 
with everything in the scope of this presenta- 
tion. Many general practitioners attend this sec- 
tion of meetings and read the papers presented 
when they appear in the Journal and it is to 
them that I really look for interest in this pa- 
per. ' 


It is gratifying to turn from consideration of 
the other visceral carcinomas to study the prog- 
nosis of colonic cancer. It offers the profession 
a real opportunity in the cancer field. The ma- 
jority of the colonic cancers are of scirrhus 
type, are slow of growth, late to metastasize, 
and produce death by slowly developing bowel 
obstruction rather than by metastasis and gen- 
eral carcinomatosis. Since such is the case the 
surgical problem then is chiefly cne of handl- 
ing a chronic progressive bowel obstruction, 
necessitating resection. While this is true of the 
scirrhus type of carcinoma of the colon it is not 
true of adeno-carcinoma types that tend to grow 
toward the peritoneal covering and frequently 
metastasize early. Nevertheless we can safely 
make a general statement that cancer of the co- 
lon in the majority of the cases is of slow 
growth, metastasizes late and has a high degree 
of operability, and if diagnosed reasonably 
early and properly treated offers an excellent 
prognosis for cure. This can be said of no other 
visceral carcinoma. After making these state- 
ments it is incumbent upon us to attempt to 
explain why carcinoma of the colon, if offering 
so much in the way of hope of cure, is so fatal 
in the outcome, as it is usually handled in the 
United States. 

The explanation is two-fold. First, because 
the average doctor does not make the diagnosis 
as early as he should, and second because the 


*Read before the Section on Surgery at the 
Sixty-sixth Annual Session of the Mississippi State 
Medical Association, Jackson, May 10, 1933. 
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patient receives poor treatment in many cases 
after severe anemia, and has lost weight ex- 
cessively and become weak, pale, sallow; or has 
come in on account of hepatic enlargement from 
metastases. These conditions are what the sur- 
geon usually finds when the patient comes for 
operation and they are not early or even mid- 
dle symptoms but late symptoms. The fact that 
many in these late stages are still able to be 
cured shows us what is possible if the diagnosis 
was made earlier. But what are the earlier 
symptoms and how can we diagnose these cases 
in the early state? 

The first rule I would like to impress upon 
the general practitioner, for he is the man who 
sees these cases first is, “Do not forget that 
there is such a thing as colonic cancer.”’ The 
early symptoms are suggestive if one will only 
bear them in mind, and while only suggestive 
and not diagnostic they show the need for more 
thorough study of the case and when the study 
is made the diagnosis will probably be made as 
well, The early symptoms are of two types, 
those dependent upon partial bowel obstruction 
and those dependent upon toxaemia from ab- 
sorption above the obstructing lesion. The ob- 
struction at first is slight but as it progresses 
the patient begins to have complaints such as the 
following,—(a) Sense of fullness in the abdo- 
men increasing during the day and usually bet- 
ter in the morning and relieved at least tempor- 
arily by enemata. (b) Indigestion, sense of 
fullness in abdomen with belching of gas and 
considerable borborygmus. (c) IIl defined 
sense of discomfort in the abdomen below level 
of navel, often slight colicky pain referred to 
appendix region. (d) Periods of constipation 
followed by diarrhea (2, 3 to 5 bowel move- 
ments in succession) which seem to give tem- 
porary relief to abdominal discomfort. 
(e) Blood, mucus, and pus in bowel movements. 
(f) Loss of appetite and weight associated with 
previously named symptoms. 

None of these symptoms mentioned are defin- 
itely diagnostic but they are a hint that some- 
thing is definitely wrong and an indication for 
thorough examination. These symptoms do at 
least point to the colon and certainly suggest 
the possibility of cancer. Once that possibility 
is suggested the physician is derelict in his duty 
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unless he continues his investigation until the 
possibility is a proven fact or definitely ruled 
out. The procedure is not easy or simple in all 
cases but shouldbe persisted in. 


A stool examination for blood is the first 
step. A recto-sigmoid examination with an 
electrically lighted sigmoidoscope is the next 
procedure, and may disclose the carcinoma if 
it is low in the sigmoid. The next step is a 
complete roentgen ray examination of the colon 
filled with barium taken by mouth and again 
roentgen ray the colon filled from below by a 
barium enema. This procedure may disclose 
obstruction or filling defect so definite as to 
clinch the diagnosis, or at least it usually shows 
enough to give us a lead in locating the growth. 
No one maintains that all colonic cancers can 
be diagnosed by use of the roentgen ray but 
most of them can and it is our most valuable 
single agent in diagnosis. If this course is fol- 
lowed not many colonic cancer will escape detec- 
tion for any extended period of time. 

In this early stage of colonic caicer there 
are many things that may confuse one. Chronic 
appendicitis is the diagnosis most frequently 
made in carcinoma of the right half of the colon. 
We now understand by this term only the ten- 
der appendix in between attacks of acute appen- 
dicitis. In cancer of the colon the trouble is 
chronic and constant with no history of acute 
attacks. There is little justification for this 
diagnosis. Gall-bladder disease is sometimes 
confused, but the pain or tenderness in gall- 
bladder disease is rather localized in the upper 
abdomen while the discomfort of colonic cancer 
is indefinite but located below the navel. Chronic 
constipation when it begins to cause serious 
abdominal discomfort, attacks of diarrhea, blood 
or mucus in stools, or loss of weight and 
anemia should certainly lead to more thorough 
investigation including roentgen ray examina- 
tion of the colon. Acute appendicitis is some- 
times diagnosed in cases where the cancer is in 
the cecum or ascending colon, and fever, cecal 
tenderness and even colicky pain may be pres- 
ent. However, a careful history will icveal that 
the complaints are not recent but have been 
present for weeks or even months, and we know 
that appendicitis does not act in that fashion. It 
is not contended that all colonic cancers can be 
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diagnosed early, or that a mistake in diagnosis 
is not excusable but that the vast majority. of 
cases could be diagnosed in an early stage. It is 
the opinion of the writer that the chief cause of 
the failure of diagnosis is because the attending 
physician “did not even think of cancer of the 
colon.” 

The second portion of this paper deals with 
treatment after diagnosis has been made. It is 
understood that end results in surgery of colonic 
cancer would be much better if the cases were 
received at an early stage and in better condition, 
but even discounting this factor the surgical 
end results in the hands of the average surgeon 
are by no means brilliant, and do not even ap- 
proach those of some of our master surgeons. 
There must be reasons for this and an exposi- 
tion of these reasons will indicate the road to 
improvement in our surgical mortality. 

Let us first consider the pathologic physi- 
ology of colonic cancer. We have an infected 
ulcerating tumor partially or completely encir- 
cling the bowel and producing partial intestinal 
obstruction. The colon proximal to the growth 
is always dilated, sometimes little, usually 
greatly dilated, its walls thickened from a slight 
amount to the extreme of doughy edema found 
in long lasting almost total obstruction. Whether 
the dilatation be slight or great and regardless 
of whether the obstruction is slight or great, 
obstruction exists and with it an infected ulcer- 
ated surface constantly bathed in a liquid fecal 
current. Severe infection exists in the colon 
proximal to the tumor. In the presence of 
dilated thickened intestinal wall from obstruc- 
tion that is complete, we know that bacteria pass 
all the way through the wall causing peritonitis. 
Where incomplete obstruction is the case the 
same thing applies only in lesser degree, at least 
we know that the wall is highly permeable to 
bacteria and that an attempt to handle or suture 
this thickened wall will result in infection. 
Eighty per cent of the surgical deaths following 
operation for colonic cancer are directly the 
result of peritonitis. 

Next comes the problem of the obstruction it- 
self and the debility caused by it. It is true 
that obstruction of the lower bowei does not 
cause death so rapidly as a higher obstruction 
but if unrelieved it is just as certain only slower. 
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These cases are frequently in debilitated con- 
dition and will not withstand severe surgical 
procedure. The third problem is the handling 
of the cancer itself. This resolves itself into a 
question of operability which is not in the scope 
of this paper. Suffice it to say that resection 
where possible is indicated with re-establishment 
of continuity of the gut then or later as indi- 
cated. 

The principles of surgery in colonic cancer 
are about as well established as the surgery of 
any other organ. To state briefly they are, 
“multiple staged operation beginning with com- 
plete decompression of the obstruction and com- 
plete diversion of the fecal current away from 
the cancer.” 

These principles are violated repeatedly by 
many reputable surgeons and possibly rightly 
so, for surgery is an art and it is difficult to 
Yet 
it is the opinion of the writer that violation of 
these very principles and the cause of our pres- 


lay down hide-bound rules covering an art. 


ent unsatisfactory surgical mortality from co!- 
onic cancer. The fact that a surgeon may boast 
of a number of one-stage resections does not 
prove the principles are wrong. It may merely 
prove that he is skillful, or that he is rapidly 
using up his share of good luck, but more prob- 
ably that he is telling us only of his successful 
cases and not mentioning those that died of peri- 
tonitis, but who might have recovered if treated 
according to the accepted surgical principles. 
The conservative and careful surgeon rarely 
ever violates these principles willingly. Some- 
times the patient’s desires or circumstances force 
him to take risks he would prefer not to take. 
I must plead guilty to having performed two 
one-stage resections for carinoma of the ascend- 
ing colon with one recovery and one death. 
Both operations were performed only after the 
patient had absolutely refused the multiple 
state procedure. I will never repeat the offense 
and if my patient will not submit to intelligent 
surgery he may seek someone else, for I have 
no doubt that the patient that died would have 
recovered if handled correctly. The fact that 
the other patient recovered and is living and 
well now will not excuse the loss of the first 
case. 

We know that in the presence of acute in- 
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testinal obstruction that has lasted for a long 
period and the patient become quite toxic, that 
radical surgery is fatal, and we contend our- 
selves with an enterostomy above the obstruc- 
tion and reserve the curative procedure until 
later after decompression is complete and the 
patient has recovered from the severe toxemia. 
The same principle applies in colonic cancer. 

The first surgical step in treatment of colonic 
cancer should be a colostomy (or in cecal car- 
cinoma an ileostomy) well above the obstruction 
so done that not a portion but all the fecal cur- 
rent is diverted from the cancerous portion of 
the gut. There are many things gained by this 
minor operation. First, the distention of the 
bowel and the absorption of toxic matter is 
stopped. Second, the patient is able to eat and 
drink and anemia and dehydration can be com- 
batted, and the necessity to operate for cure be- 
fore the patient’s resistance is built up in obvi- 
ated. Third, and not least important, the in- 
fection, edema, thickening and dilation of the 
gut proximal to the cancer rapidly subsides as 
soon as. obstruction and the irritation of the 
liquid fecal current is removed. We know that 
we can do gastric and upper intestinal resections 
not with impunity to infection but without a 
great deal of fear of peritonitis provided our 
technic is good. The reason is that the stom- 
ach and upper jejunem is usually relatively ster- 
ile: compared with the lower gut. If our colos- 
tomy completely diverts the fecal current, after 
a period of rest the colon becomes almost 
equally safe for resection. Fourth, it is fre- 
quently wise to leave the colostomy open until 
after healing of the anastomosis after resection, 
thereby preventing distention or leakage at the 
suture line. 

At this point I wish to mention, only to con- 
demn a method of decompression and diversion 
of the fecal stream which is all to frequently 
and unfortunately used by many excellent and 
capable surgeons, namely side to side anastom- 
osis of the gut above the obstruction to the gut 
below the obstruction as the first step of the 
surgical procedure. While his method is oc- 
casionally successful in outcome, it violates all 
the principles of surgery of colonic cancer, and 
the successful outcome must frequently be cred- 
ited to the patient’s high resistance to infection 
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and the surgeon’s rabbit foot rather than sur- 
gical skill and judgment. This method forces 
operation and anastomosis in a highly infected 
field and the suture of thickened chronically 
inflamed gut that is highly permeabie to bac- 
teria. It does not sufficiently decompress the 
It does not completely divert the fecal 
current away from the cancer area for much 
of the fecal current does not pass through the 
anastomosis but continues the normal route and 
distention’ and infection continues in the gut 
proximal to the cancer. 


gut. 


All too frequently 
there is swelling and edema of the gut at the 
point of anastomosis obstructing the stoma and 
sometimes resulting in more obstruction than 
existed prior to operation. Even if successful. 
the infection in the gut proximal to the cancer 
continues and the resection must later be done 
in an infected field. 


Surgeons as a whole know the principles of 
surgery of colonic cancer and there must be 
reasons for the frequency of the violations of 
these principles. The reasons are not far to 
seek, and the usual event is that the surgeon is 
forced by the economic situation of the patient 
or by his refusal to cooperate, into risking un- 
safe surgery. To list the reasons that operate: 

First. The patient desires to get by with 
as few anesthetics and operations as possible 
and insists on taking risks in order to avoid 
multiple operations. 

Second. The patient absolutely refuses to 
have a colostomy because of its unpleasantness. 

Third. The patient is financially unable to 
care for the prolonged hospital attention neres- 
sitated by the multiple staged method. 

These are the reasons that lead good surgeons 
into the performance of risky surgery. The 
difficulties are real and hard to overcome and 
I have no program to offer the profession for 
overcoming them. I am making a decision for 
myself alone and that decision is “To operate 
for colonic cancer in a safe and conservative 
manner or not to operate at all.” I would rec- 
ommend the same decision to the profession as 
a whole. 

I have avoided in this paper a discussion of 
operability or particular surgical technic, or 
particular types of operation. Surgeons should 
be artists and most of them have their pet meth- 


ods and technics and I have nothing new to 
present, and desire to avoid discussion of and 
comparison of particular technics. There are 
only two points I wish to emphasize in this 
paper and if I have made them clear then the 
object of the paper is achieved. 1. Earlier 
diagnosis can, should, and will be made by the 
general practicioner if he will only remember 
and consider the possibility of colonic cancer in 
cases presenting the symptoms of vague abdom- 
inal colic, associated with severe constipation or 
periodic diarrhea or bloody or purulent stools. 
It is the opinion of the author that the majority 
of the cases are diagnosed late or not at all be- 
cause the attending physician did not even cou- 
sider colonic cancer. 2. Surgery of colonic 
cancer should be multiple staged and shouid 
begin by complete decompression of the gut 
above the lesion and complete diversion of 
the fecal stream away from the lesion. Lateral 
anostomosis of the gut above with the gut be- 
low the lesion as the first stage of theatment is 
in most cases to be condemned as unsafe and 
unscientific. 


DISCUSSION 


Dr. Frank Carroll (Biloxi): I wish to compli- 
ment Dr. Ewing on a most able paper, and it is 
indeed too bad that this paper could not have been 
read before the General Assembly of the medical 
men of our Association. This paper instead of 
being filled with operative technic, diminutia, 
etc., has emphasized one thing in particular that 
I think we should all bear in mind—that there 
is no field in medicine or surgery where oper- 
ative procedure in carcinomata offers more than 
it does in carcinoma of the colon. We can usu- 
ally expect, or extend to our patient a possibility 
of his living out his expectancy. Unfortunately 
the cases that I have seen have come to me as 
cases of acute intestinal obstruction—that is what 
has happened I presume with a majority. That 
is most unfortunate. As Dr. Ewing has brought 
out forcibly in his paper the general practitioner 
who sees these cases in a majority of instances 
before the surgeon, should bear in mind the pos-- 
sibility of carcinoma in the colonic tract and he 
should not let age cloud his ability to recognize 
a condition of that sort. 
a girl 23 years old; 
means of making, 
diagnosis as 
the old. 

I can add but very little to this excellent paper, 
but there are a few points I would like to empha- 


I have seen one case in 
age is not necessarily the 
or aiding you in making a 
it ocurs in the young as well as 
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size, that is the constant bearing in mind by the 
general practitioner in those cases that the doctor 
has mentioned—frequent vomiting, colicky pains, 
chronic constipation—bearing in mind the possi- 
bility of carcinoma in the colonic area. A barium 
enema and barium meal given early with subse- 
quent roentgen ray examination will oftentimes 
make the diagnosis easy, at a time when operative 
procedure offers the most. In the majority of in- 
stances the two-stage or multiple stage operation 
is absolutely indicated as the doctor has so forcibly 
brought out; giving your patient a chance and 
then later with your second stage removing the 
cause of the attack will give your patient a much 
better chance of recovery. I want to mention in this 
particular, this is one field in which spinal anes- 
thesia is particularly indicated in my estimation 
and a great help in spite of some of those who do 
not seem to think much of it. This is one field I be- 
litve spinal anesthesia is particularly indicated in 
practically all cases. 


The general practitioner is the man who will 
have these cases or will bear the responsibility 
in a majority of instances as he is the man who 
has the opportunity of making the diagnosis prior 
to the time that the case is one of complete ob- 
struction and to present it to the surgeon. Treat-- 
ment, of course, suggests itself. Some remark- 
able work has been done along this line even in 
those cases that were showing certain obstructive 
symptoms, but contrary to the rule we men in 
smaller communities do not see these cases prior 
to complete obstruction—the cases come to them 
with a long history of indigestion and constipa- 
tion and all that sort of thing with a final acuie 
obstruction apparent. In those cases seen early, 
diagnosis accurately made, the employment of 
proper technical methods offers that case com- 
plete recovery if you have a case without metas- 
tasis; if not, certainly a lengthening of the years 
of expectancy. In some instances we will find a 
case with all of the acute symptoms simply, so 
to speak, dumped into your lap. I unfortunately 
have had several I think you all have. The mor- 
tality will be high. Where you have an acute toxic 
condition with an obstruction which is increasing 
that condition hourly, there is absolutely every 
indication of an increase in your mortality percent- 
age Therefore, I say the two stage operation is 
absolutely necessary, the first stage for immedi- 
ate relief, giving your patient a chance to get ‘his 
head above the tide, build him up a little—you 
have plenty of time after the immediate symptoms 
are relieved, because nowhere do we find better 
results offered in cancer than in this particular 
type that the doctor has so ably presented. 

Dr. Paul Gamble (Greenville): Dr. Ewing has 
covered his paper, I think, very thoroughly. The 
mortality of this condition can be lowered by the 
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general practitioner recognizing this condition 
sooner and referring him to some surgeon for 
operation. The large percentage of cases that go 
to operation are practically inoperable only for 
temporary relief, and when the case is operable 
it is better always to do it in the two-stage oper- 
ation and go high above the point of obstruction 
and then irrigate your bowel below, clean out all 
fecal matter in the colon, get out all infection pos- 
sible, and these patients will do better when done 
this way than if you try to do it in one stage. 
When the second-stage is done the high mortality 
is usually due to peritonitis, and if you have clean- 
ed your bowel out as thoroughly as the colon car 
be cleaned, your stitches will hold better and you 
will have fewer perforations around your suture 
where practically all the peritonitis develops. 





ALLERGIC NASAL CONDITIONS: DES- 
CRIPTION OF A NASAL SYMPTOM- 
COMPLEX SUGGESTING ALLERGIC 
MANIFESTATIONS* 


EDLEY H. JONES, M. D. 
VICKSBURG, MISs. 


Allergy is a most fascinating study. Re- 
search in this field has proven so fruitful 
that literally hundreds of physicians have 
become interested. The literature is already 
voluminous but out of the mass of accumu- 
lated data have come enlightening facts that 
have reconstructed many of our theories 
concerning certain diseases. 


Papers!,? have previously been presented 
before this group setting forth the scope of 
allergy, its mechanism and reactions. It is 
doubtful if any field is more influenced than 
that of rhinology. 


Seasonal hayfever, or pollenosis, is com- 
paratively well understood and easily recog- 
nized. Many hayfever sufferers have been 
able to establish the diagnosis before con- 
sulting a physician. If there is a history of 
the same symptoms occurring at approxi- 
mately the same season one or more years 
previously, its recognition is usually easy. 
When patients come in during their first 


*Read before the Section on Eye, Ear, Nose and 
Throat at the Sixty-sixth Annual Session of the 
Mississippi State Medical Association, Jackson, 
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season, the matter is not always so simple. 
The usual symptoms are paroxysms of 
sneezing, blocked nasal passages, intense 
itching of the nasal and postnasal mem- 
branes and frequently of the conjunctivae, 
profuse seromucous rhinorrhea and lacrima- 
tion. On examination, the conjunctivae 
are usually injected, the nasal membranes 
are edematous, pale or bluish-gray in 
appearance, the nasal passages are blocked 
and there is a profuse serous or mucoserous 
discharge present. Unfortunately, this typi- 
cal picture, so well accepted, is not always 
present. The nasal membranes may be 
highly congested and the symptoms may be 
those of a constantly recurring coryza, which 
responds poorly to treatment. I wish to em- 
phasize this fact; allergic nasal membranes 
may be congested. The symptom of itch- 
ing is most important and almost pathogno- 
monic. The following abstract illustrates 
both observations: 


During the spring of 1930, Mr. C. J. O. presented 
himself, complaining of a cold, which he had not 
been able to relieve by home treatment. He stated 
he “kept catching a fresh cold”. The family and 
past history were of no particular interest. The na- 
sal membranes were moderately congested, venti- 
lation was poor and there was some mucous dis- 
charge in all meati. The septum was normally 
straight and there was no sinus pathology. General 
measures and local treatment were instituted with 
poor response. Catarrhal vaccine was administered 
and after some three months he was relieved. He 
had no trouble during the fall and winter months 
but the following spring came in with the same 
complaints. The second week he complained of an 
itching sensation of fhe naso-pharynx. Diagnostic 
tests were made and he was found to be sensitive 
to the pollens of some trees and early grasses. He 
was not sensitive to the late pollens which account- 
ed for his relief during the summer. Co-seasonal 
pollen therapy was instituted with a fair measure 
of relief. The following year he was placed on 
pre- and co-seasonal treatment with approximately 
90 per cent relief from symptoms. 


Perennial hayfever (also described as vaso- 
motor rhinitis, turgescent rhinitis, nasal neu- 
rosis, nasal hydrorrhea, rhinorrhea and aller- 
gic rhinitis) is of far more importance to the 
rhinologist than seasonal hayfever. The lat- 
ter condition as mentioned above, is usual- 
ly easily diagnosed and can be referred to 
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an allergist (unless the rhinologist has pro- 
per facilities for testing and treating such 
cases) with assurance of improvement. On 
the other hand, the diagnosis of perennial 
hayfever is frequently quite difficult. 

In the commonly recognized type of 
perennial hayfever there is frequently a 
positive family history. The patients have 
suffered for months or even years with little 
or no seasonal variations in symptoms. They 
complain of sneezing frequently, occasion- 
ally of paroxysms, more often on arising 
from bed or following a change of body 
temperature. Occasionally one complains of 
itching. On inspection the nasal membranes 
are boggy, edematous, pale in color and 
frequently covered with thick glairy mucus. 
In advanced cases polypi are noted. On 
diagnostic testing they are usually found to 
be sensitive to feathers, animal hair and 
dander, orris root, etc., and marked improve- 
ment is found when contact with such sub- 
stances are eliminated. 

Unfortunately, all cases do not have such 
definitely recognized signs and symptoms. 
A review of text books and a search of the 
bibliographical material available, have dis- 
closed only indefinite descriptions, though 
Arbuckle® has covered the range of symp- 
toms and signs most thoroughly. In my 
experience I have found the following symp- 
tom-complex to be quite suggestive of peren- 
nial hayfever: 

The family history is usually negative. 
Some patients have a history of nettle-rash 
in childhood, following the ingestion of cer- 
tain foods; occasionally the patient still has 
such reactions. The chief complaints are 
usually a susceptibility to colds, nasal stuf- 
finess, an dnnoying postnasal discharge, 
headaches and a feeling of general lassitude. 
They are sensitive to changes in body tem- 
perature, some patients more so than others. 
As a rule, they sneeze occasionally, especial- 
ly when suddenly chilled but rarely in 
paroxysms. On examination no obstruction 
or frank sinus pathology is found. The 
nasal membranes appear thickened or hyper- 
trophied and only rarely are they edematous. 
The color of the membrane varies in dif- 
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ferent patients; it ranges from a pale gray 
through pink and may be a fiery red; most 
often it appears moderately congested. This 
range in color has been quite puzzling to 
me but the recent observations of Jarvis* 
and Frank® on the effect of acid and alkaline 
ash food on the color of the septum mem- 
brane suggest an explanation. There is 
usually some mucus or muco-purulent dis- 
charge present in all meatus and the majority 
of patients complain of an annoying, profuse 
postnasal discharge. The turbinates are 
slightly hypertrophied and ventilation is 
poor. On transillumination the frontal 
sinuses, as a rule, are clear but both antra 
frequently appear slightly cloudy. Roent- 
genograms may reveal slight cloudiness of 
the sinuses but, when noted, all sinuses are 
usually involved. These cases show a char- 
acteristically poor response to local treat- 
ment. 

In my humble opinion, this class of case 
is the rhinologist’s greatest problem. Goad- 
ed almost to desperation by the constancy 
of such annoying symptoms, such a patient 
is ready to embrace any opportunity for re- 
lief. All too often they have sought relief 
in ill-advised surgery, only to be made more 
miserable. 

This statement must not be misconstrued 
as condemning all nasal surgery, even in 
allergic patients. Obstructions should be 
removed; purulent infections, in some cases 
must be drained, but preferably after the 
allergic condition is under control. If polypi 
are present, they will probably remain and 
must be surgically removed later. However, 
it is astonishing how edematous, hypertrop- 
hied and, at times, even polypoid membranes 
will return to normal, allowing free ventila- 
tion of the sinuses and bringing relief to the 
patient. 

Today there are many of these patients 
who have undergone nasal surgery with no 
improvement; some are actually worse. 
Four years ago Guyton® presented a paper 
before this group calling attention to the 
danger of nasal surgery on allergic patients. 
His views are generally accepted and today’ 


no competent rhinologist would advise 
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surgery in an active case of seasonal hay- 
fever or asthma. Unfortunately, this symp- 
tom-complex I have just described is not 
commonly recognized as an allergic condi- 
tion, but surgery in such cases will fail to 
give relief. Careful consideration has led 
me to the conclusion that the huge majority 
of patients who have undergone repeated 
nasal operations without benefit, are allergic. 
Lipsey? considers the allergic factor so im- 
portant that he makes diagnostic tests on 
every sinus case before advising surgery, 
even when the patient’s history is negative 
for allergy. As Arbuckle* emphasized in his 
most excellent paper before this group, the 
treatment of these cases is medical, not surgical. 


Diagnoses of these borderline cases are 
difficult and it is to be hoped that further 
research will disclose more accurate methods. 


A careful history here, as elsewhere, is 
most important. The family history is 
usually negative for hayfever and asthma, 
but may be positive for migraine, eczema, 
urticaria, nettle-rash or “chronic sinus trou- 
ble.” The past history may also be positive 
for one or more of these conditions. Often 
there is a history of fairly frequent attacks 
of indigestion. Whenever a patient com- 
plains of a chronic nasal condition that has 
been treated spasmodically for years with no 
improvement and on examination no def- 
inite obstruction or sinus pathology is found, 
an allergic condition should be suspected. 


Arbuckle*, Dean’, and others have em- 
phasized the value of examining stained 
smears of the nasal discharge; a high 
eosinophil count indicating an allergic con- 
dition. Stroud®, advises the use of the im- 
ported Giemsa stain (in preference to 
Wright’s stain) with his special technic. 
In my experience, I have found this type of 
test of little value. I have examined smears 
not only from suspicious cases, but 
from known allergic patients and have 
been unable to find a single eosinophil. 
Furthermore, when found, they were 
usually in clumps, so a cell count is of 
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no value; I prefer to have them re- 
ported as none, few and many. Their pres- 
ence is corroborative but their absence must 
not be considered of diagnostic import. 
Occasionally eosinophils may be found in- 
creased in a differential white cell count; an 
allergic condition must then be considered a 
possibility. 

The surest method of diagnosis now 
known is to make diagnostic tests, both 
“scratch” and intradermal, with extracts of 
pollens, foods, feathers, animal epithelials 
and a miscellaneous group comprising orris 
root, pyrethrum, house dust, etc. Space does 
not permit my going into a discussion of 
this method other than to say that all of- 
fending factors are eliminated and that the 
food tests form the basis of elimination 
diets. I inform my patients that this method 
is a course of education and attempt to teach 
them how to care for themselves. It is not 
always successful but it offers a greater pos- 
sibility of relief than any other. Since it 
necessarily requires many tests, followed by 
a fairly long period of using elimination 
diets, I advise it only in those cases with 
definite indications of allergy. 

Other forms of treatment have been used 
with varying degrees of success and will be 
briefly mentioned. 

General measures, building up a patient’s 
resistance, are always indicated and are 
beneficial. Mild purgation has been found 
to be helpful during exacerbations. A small 
dose of a saline cathartic is prescribed daily, 
to be taken before breakfast. This 
benefit only in food cases. 


is of 


Vaccines are beneficial in a goodly per- 
centage of such 
intradermal 


cases. Henry!® advises 
testing with various’ stock 
catarrhal vaccines and treatment with the 
one to which the patient is most sensitive. 
I have found his suggestion of value. 
Sodium iodide has been administered in- 
travenously in asthmatics and I have found 
it helpful in some of these cases. Obviously, 
consultation with an internist should precede 
its use. Recently Levine!! reported the use 
of free iodine in sodium iodide solution, ‘ad- 
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ministered subcutaneously, and I have found 
it to be even more effective. I have used it 
during exacerbations with most encouraging 
results; three daily injections usually bring 
great improvement. 

In 1930 Beckman!” discussed allergy as a 
type of alkalosis and presented a series of 
cases of hayfever which he had treated by 
administering acid, with a remarkable per- 
centage obtaining marked or complete relief. 
I have used acid as a therapeutic adjunct 
and have found it valuable. Since following 
the work of Jarvis* and Frank®, I have used 
it only in those cases presenting a pale nasal 
mucosa. However, it should be mentioned 
that none of these observors have reported 
chemical studies of the blood to substantiate 
their observations. 

Sluder!%, Ruskin!*, and others have block- 
ed the nasal ganglia in cases of vasomotor 
rhinitis with satisfactory results. I have 
had no experience with this method of treat- 
ment but would not hesitate to use it should 
other methods fail. 

From the variety of methods of treatment 
it is obvious that we still have much to learn 
about allergy. Unquestionably, this field 
presents great possibilities, particularly to 
otolaryngologists. In considering it, we can 
feel assured that “the labor will be hard but 
the reward will be great” for I feel that it 
will help us to accurately diagnose and suc- 
cessfully relieve many uncomfortable and 
suffering patients. 

SUMMARY 

1. The importance of allergy to otolaryn- 
gologists is emphasized. 

2. The atypical, as well as the typical, 
picture of seasonal and perennial hayfever 
is presented. 

3. A nasal symptom-complex indicating 
an allergic condition is described. 

4. Surgery is unqualifiedly condemned in 
uncomplicated allergic cases and advised 
against, during any active allergic manifes- 
tations. 

5. Methods of diagnosis are discussed. 

6. Various methods of treatment are re- 
viewed. 
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DISCUSSION 

Dr. J. C. Pegues (Greenville): I’m sure we have 
#ll enjoyed Dr. Jones’ paper. As the essayist has 
pointed out so graphically, the allergic nose is 
quite a problem in many cases. Food allergy plays 
a more important part than Dr. Jones had time to 
discuss in detail. Adam and Eve were the first re- 
corded cases of food allergy. They ate apples, de- 
veloped an urticaria, treated themselves with fig 
leaf poultices, but had to scratch for a living the 
rest of their lives. 

Rowe lays a great deal of stress on foods as a 
factor especially in perennial hay fever. 

Please pardon the personal reference but I used 
te suffer with what my old professor, Dr. Calhoun 
McDougall, called vacuum headaches. I could re- 
lieve this by shrinking the middle-turbinate with 
cocaine and adrenalin and applying hot applications 
over the frontal sinuses. I did this for four or five 
years at irregular intervals. Within the last eigh- 
teen months I have discovered that this headache 
can be kept off by abstaining from ham, onions, 
cabbage, turnips and an excess of wheat products. 
I find that I can eat ham once every three or four 
days but if I eat it twice in succession my nose 
becomes congested and a headache always follows. 
Tobacco smoke will also give me a stuffed nose and 
headache. 

T have one patient so sensitive to lemon that a 
small piece of lemon pie is enough to bring on a 
scvere attack of asthma. Sutton in 1927 reported 
a case so sensitive to egg that the presence of an 
egg in the room would provoke an attack of urti- 
caria. In 1920 Walker reported hay fever due to 
raw carrots, celery, pork, onions, oat meal and can- 
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teloupe. In 1928 Rowe stated that “hay fever and 
sinus congestion are not infrequently due to food 
allergy alone,” and reported a case of coryza due 
to wheat. In 1929 Balyeat reported three cases with 
perennial hay fever due to food allergy. In 1930 
Eyermann reported 95 cases in which food allergy 
was a catse of nasal symptoms. 


Foci of infection often produce a congested nose. 
Everyone is familiar with the effects of an ab- 
scessed upper tooth on a maxillary sinusitus. This 
acts by direct extension but an old prostatitis, co- 
litis or pyelitis can give just as much trouble in 
the nose as an abscessed tooth. I do not doubt that 
many of the cases tested specifically for bacteria, 
and treated beneficially with bacterial antigens 
ere cases having a focus of infection. Autogenous 
vaccines from the kidney, colon, prostate or sinus 
have been a great deal more helpful in our cases 
than vaccines based on specific skin reactions. 1 
have never tried combining the two methods. 


When Bechman reported a long series of hay fe- 
ver cases relieved by the use of acid it sounded 
like a panacea for all allergic conditions. Other al- 
lergists have failed to confirm his results. The idea 
is based on the fact that most allergic cases have an 
alkaline urine. But it fails to consider that an al- 
kaline urine does not always mean that the system 
ig too alkaline. The alkaline salts may be leaking 
through the renal cells and actually producing an 
acidosis instead of an alkalosis. 

A simple test for acidosis was suggested by Yan- 
dell Henderson in 1914. It is based on the patient’s 
ability to hold his breath. He should normally hold 
it thirty to forty seconds. If it is below twenty sec- 
onds there is danger of acidosis. If below normal 
the body is too acid instead of too alkaline. In these 
cases the mineral carbonates may prove helpful. 

It occurs to me that a gastric analysis ought to 
be made before pouring a lot of acid into the stom- 
ach which may already be too acid. And the kid- 
reys should be examined more than once for irri- 
tation, infection, nephritis or pyelitis before any 
more work is given these organs. If the stomach 
acid is normal, and the kidneys without disease 
and their secretion alkaline, and the breath holding 
time thirty or above, an acid producing diet based 
on the Jarvis report may be helpful, and it is to 
be preferred to the use of acids. If the stomach acid 
is low that of course is a different matter. Why is 
it low? 

The internists haven’t found out too much about 
hypoacidity. The condition itself is only a sign, not 
a basic cause or condition. There is some underly- 
ing factor that produces Jow acid and it seems 
ts me that there is too great a tendency to stop 
our examinations and treat the patient symptomat- 
ically when once we have found hypoacidity of the 
stomach. 

Dr. D. C. Montgomery (Greenville): I would like 
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to bring the attention of these gentlemen to a 
point which is very confusing at times. 

The symptoms of perennial hay fever, and those 
cf auto-intoxication are very similar in a great 
many cases, particularly is this true in those pa- 
tients who have definite gall-bladder disturbances 
or chronic colitis. I have often found it difficult to 
differentiate between these two conditions, partic- 
ularly in those cases who have an allergic family 
history, but who have not presented any allergic 
symptoms themselves previously. 

There seems to be an overlapping of these two 
conditions. For example—one of our patients with 
a moderate cholecystitis was having a great deal of 
difficulty with his nose. Nasal mucosa was swol- 
len and edematous, and pale in color—a great deal 
of thin acrid discharge; sneezing, particularly in 
the morning; and inability to breathe through his 
nose especially at night. The appearance was defi- 
nitely that of an allergic condition, but there was 
no reaction to any of the tests, nor was there any 
family history of allergy. 


A gastric analysis showed hydrochloric acid 
98 per cent, yet this patient did not complain of 
any gastric distress. Correction of this condition 
through diet and alkalies cleared up all symptoms 
within a few days. The-symptoms did not return 
except when the patient neglected the proper diet 
and regime as prescribed by his physician. 

It has been clearly demonstrated that both chron- 
ic gallbladders and colons are capabie cf produc- 
ing not oniy such symptoms in the nose but chronic 
progressive deafness and other ear, nose and throat 
symptoms. 

It is therefore important that we as nose and 
throat specialists be able to recognize the fact that 
constitutional conditions cause many symptoms re- 
sembling those of allergy and also we must be able 
to make differential diagnoses along these lines. 

Dr. J. R. Hume (New Orleans): I am not an al- 
lergist but dppreciate this excellent paper on the 
subject. The picture of the red and pale septum 
that Jarvis describes, from my observation, is of 
real value. A more delicate indicator to determine 
the acidity or alkalinity would be helpful. To my 
knowledge a satisfactory one has not been found. 

Dr. Jones (closing): I thank you for your lib- 
€ral discussions. There are several remarks I want 
to make here. I believe that allergic methods of 
diagnosis and treatment will be of great assistance 
to otolaryngologists and that many patients who 
have not obtained relief from the ordinary methods 
of treatment can be very much improved and made 
more comfortable by following out this method. I 
am referring in particular to that class of cases 
who complain of constant nasal staffiness and a 
profuse annoying postnasal discharge, whose nasal 
membranes are always congested but who do not 
have any definite sinus infection. 
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Let me again warn against over-enthusiasm. All 
factors must be considered and if this method is 
looked upon as a cure-all, you will be greatly disap- 
pointed and the method will be discredited. If any 
of you propose to follow out this method to the ex- 
tent of making your own tests, etc., let me sug- 
gest that you take a few days off and visit a first 
class allergist. Both scratch and intradermal tests 
should be used and there are so many factors to 
be considered that a few days in a good allergy 
clinic will be well worth while. To simply study a 
book or to follow the advertising of the allergy 
laboratories would, I think, be sure to give poor re- 
sults and you would be dissatisfied. 


The question of the alkaline-acid balance of the 
body is still a puzzling one to me. I took the mat- 
ter up with Dr. Leon S. Lippincott whom all of you 
know to be an excellent pathologist, and it seems 
that we do not have reliable laboratory tests. To 
estimate the blood pH is of no practical value be- 
ccuse of the buffer salts present. When a patient 
develops such an extreme acidosis or alkalosis that 
it can be determined by the blood pH, it has al- 
ready been evident in the patient’s condition. The 
estimation of the carbon dioxide combining pow- 
er of the blood would seem to be the most relia- 
bie test but is not practical for office use. It re- 
quires a rather complicated apparatus, the test 
takes some time and should be performed by one 
familiar with the method. One leaky valve would 
upset all calculations. At Dr. Lippincott’s sugges- 
ticn, I have been trying out Marriott’s apparatus 
for the determination of the alveolar tension. By 
this method a patient inhales and exhales four 
times in twenty seconds into a football bladder or 
other container; the air is then run through a dye 
solution and by comparison with a standard in a 
colorimeter, the alveolar tension can be estimated 
in percentzges. I have been using this on all known 
and suspected cases of hayfever, allergic rhinitis, 
etc., but have used it on too few cases to be able to 
estimate its value. 


Referring to Frank and Jarvis’ work, I under- 
stand that in order to estimate the paleness or red- 
ress of the septal membrane, it should be compared 
with a healthy pink fingernail as normal. Dr. 
Montgomery has mentioned an important point in 
auto-intoxication. Of course, it must be understood 
that all other foci of infection should be eliminated. 
In early and borderline cases a patient may only 
have allergic symptoms when suffering from auto- 
intoxication. When this auto-intoxication is elim- 
inated, the patient’s resistance is sufficient to over- 
come the allergic sensitivity with a more or less 
prompt remission of symptoms. 


In conclusion I wish to commend this subject for 
further study and to thank you for your considera- 
tion. 
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NEWER METHODS IN THE TREAT- 
MENT OF PROSTATIC 
OBSTRUCTIONS* 

RUSSELL A. HENNESSEY, M. D. 
and 


ALFRED D. MASON, M. D. 
MEMPHIS, TENN. 


It is becoming known by the medical world 
«quite generally that the surgical treatment of the 
enlarged prostate 
renaissance. 


is undergoing a complete 


I deeply appreciate the honor of coming be- 
fore your Society to discuss a subject destined 
to be of interest to twenty-five per cent of all 
men reaching the age cf fifty years,—the relief 
of prostatic obstruction and its consequences by 
transurethral resection. 

Innovations, especially in surgery, are sus- 
ceptible to two types of receptions. Frequently, 
they are greeted by a spirit of hostile resistance 
through which, if basically meritorious and fun- 
damentally sound, they make their way until 
they are finally accorded adequate recognition. 
On the other hand, such innovations may be 
accepted and applied with such enthusiasm and 
promiscuity as to militate against the recogni- 
tion of full merit and usefulness. My object is 
to present a fair and unbiased appraisal of the 
method. It is not necessarily appropriate in this 
discussion to review the historical milestones in 
the eventual development of present methods, 
further than to say that the feasibility of an in- 
strumental method for correction of prostatic 
obstructions was first appreciated one hundred 
and three years ago. Medical annals record these 
developments through the ensuing years. While 
we are all quite willing to acknowledge, I be- 
lieve, that medica!, surgical, and diagnostic fa- 
cilities have steadily improved, there still were 
many in the profession who were willing to 
grant that a large percentage of men in the 
prostatic age were unfit subjects for major sur- 
gery. Indeed, it has been conclusively shown 
that forty per cent of all men of this age are 
suffering some form of cardiovascular disease. 


*Read before the Section on Surgery at the 
Sixty-sixth Annual Session of the Mississippi State 
Medical Association, Jackson, May 10, 1933. 
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It is needless to remark that these and other in- 
firmities of age are not well suited to major 
surgery and prolonged hospital residence neces- 
sary in prostatectomy. 
EQUIPMENT 

The construction of the resectoscope, now the 
instrument of most modern design, has come 
through the efforts of Stern, Davis, Kirwin and 
McCarthy. The McCarthy instrument has been 
used in all of approximately one hundred cases 
ot our series. The electrical currents developed 
to energize the cutting electrode and control 
bleeding are of two distinct types, to wit: vacu- 
um tube and spark-gap transformers. Examples 
cf both types have been used in our cases. We 
have attempted to determine the most satisfac- 
tory cutting current by pathological examina- 
tion of the excised tissues, and have learned in 
this manner that the undamped current supplied 
by the vacuum tube machine produces the least 
depth of tissue destruction. We feel that this is 
important, since it affords some assurance that 
subsequent sloughing with late bleeding or scar 
contraction is not probable. In the sections ex- 
amined, we have found that the destruction of 
tissue incident to the excision of prostatic tissue 
has not exceeded from one to three millimeters 
in depth. This uniform result has been accom- 
plished by an accurate setting of the machine, 
with a rather slow excursion of the cutting loop 
consuming from twenty to twenty-five seconds. 
ft has also been found that by the application 
of a flat cystoscopic electrode and the deep dis- 
semination of controlled heat generated by the 
tube transformer, it is. possible to produce 
marked shrinking of an extensively congested 
and water logged prostate. This is accomplished 
without the sacrifice of any prostatic tissue, and 
seems to hold great promise in the management 
of prostatic carcinoma. 


PURPOSE OR OBJECTIVE 


It has been considered axiomatic by leading 
urologists and surgeons that complete removal 
of the prostate was the only method of reliev- 
ing prostatic obstruction. The proponents of 
transurethral prostatic surgery, however, have 
shown that it is not only unnecessary, but use- 
less, to remove the ertire gland. McCarthy has 
chosen to describe the procedure as a revision, 

















HENNESSEY-Mason—Newer Methods in the Treatment of Prostatic Obstructions 


rather than a resection, stating that the restora- 
tion of the prostatic encumbered urethra and 
vesical neck to a moderate exaggeration of its 
normal tubular character should suffice. Since 
it is known that deviation of the urinary stream 
by cystustomy is invariably followed by shrink- 
age of the gland, it follows that the enlarged 
prostate is a hydrated rather than an essential- 
ly hyperplastic organ. We do not propose to 
imply that prostatectemy is obsolete, for we 
have found it expedient to perform prostatec- 
tomy four times ‘n this series of cases. Four 
per cent, we now think, is an unusually small 
incidence, and may be explained by the fact 
that in all early efforts we undertook to deter- 
mine the breadth of application of resection, and 
included even some of the very large intravesi- 
cal enlargements, which we now feel are better 
treated by open surgery. 


The facility with which prostatic resection can 
be accomplished recommends it particularly as 
a prophylactic measure. If early micturitional 
difficulties, such as increasing loss of force of 
the urinary stream, urinary frequency, and noc- 
turia were recognized and heeded early and sub- 
jected to the relief possible by resection, the 
late devastating effects of prostatic hypertrophy 
would be obviated and prostatism would become 
an obsolete clinical entity. 


PRE-OPERATIVE PREPARATION 


It is almost too well known to mention that 
simple catheterization and removal of residual 
urine from the prostatic has often been followed 
by serious or fatal results. Instrumentation of 
eny character is hazardous, for it may readily 
upset an existing delicate renal balance and be 
followed by evidence of a fulminating renal in- 
fection. or uremia. 


It has been our practice to exercise the same 
diligent care in the pre-operative preparation of 
the cases to be treated by resection as was given 
to those in whom prostatectomy was to be done. 
Gradual decompression of the distended blad- 
der, catheter or suprapubic drainage to relieve 
stasis and infection, and the determination of 
renal and cardiac function are of major impor- 
tance. It is also necessary to provide a replen- 
ishment of the body fluids and stimulation of 
the eliminative processes. In short, it is neces- 
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sary to accomplish the best posible rehabilitation 
of the patient before resection should be -at- 
tempted. An accurate study of the character 
and extent of the prostatic enlargement should 
be made through the clinical facilities, and by 
cystoscopy and cystography. It is not always 
Dossible to accurately determine in advance for 
the patient the period of time that will be re- 
auired for his rehabil:tation. 


OPERATIVE ROUTINE 


It has been our practice to use anesthesia 
which seemed mos‘ appropriately suited to the 
cease. A low spinal or sacral anesthesia has 
been used in all of our cases. With preliminary 
analgesia, the patient is relieved of all appre- 
hension or pain. The obstruction is attacked by 
the obstructing portions of 
the gland either at the vesical neck or in the deep 
urethra. 


serially removing 


We feel that it is equally important 
to remove tissue in the deep urethra which is 
exerting its obstructive influences by a lateral 
encroachment upon the urethra. The resection 
should be carried forward up to, but not beyond, 
the verumontanur. Bleeding points are meti- 
culously sealed by the application of the coagu- 
lation current as they appear following the re- 
moval of each section of tissue. Following the 
complete revision of the bladder neck and deep 
urethra, a large catheter is fastened in the 
bladder to affect drainage and further hemo- 
stasis. It is subsequently removed in from two 
to five days, and the patient permitted to void. 


COMPLICATIONS 


The complications are those that have always 
confronted the Hemorrhage 
inay be effectually controlled by careful coagu- 
lation of all bleeding points at the time of the 
resection, and the subsequent drainage of the 
bladder with an inlying catheter of liberal size. 
In one case in which close nursing supervision 
was not provided post-operatively, the catheter 
became blocked and clotted blood filled the blad- 
der, requiring suprapubic cystotomy. At no 
other time in our experience has hemorrhage 
given us serious concern. Epididymitis, which 
eccurs in about eight per cent of the cases, pro- 
duces no serious concern, as a rule, but af- 
fords the patient serious discomfort. In two 
cases, we were obliged to drain the epididymis, 


prostatectomist. 
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and in one, unilateral orchidectomy was neces- 
sary. Closure of the prostatic surface by tissue 
coagulation safeguards the patient largely 
against absorption. It is not unusual for the 
post-operative course to be afebrile. There is, 
however, usually a moderate bladder infection 
which persists for some time after the removal 
of the catheter, that should be given appropriate 
treatment. 


RESULTS 


With the previously noted exceptions, the re- 
sults have been uniformly satisfactory. One 
resection has been sufficient in most instances. 
in three cases, we have been obliged to do two 
resections, and in one case three resections. In 
several cases, a small amount of residual urine 
was present for a few days or a week. This 
most often was accounted for by the obstructive 
influence of post-operative edema at the vesical 
neck, and subsided within a week or ten days. 
If a larger residium remained longer, a second 
resection was considered necessary. Moderate 
dysuria and urinary frequency, which invar- 
iably follows removal of the inlying catheter, 
subside rather rapidly, particularly if care is 
given to the resulting post-operative cystitis. 


MORTALITY 


We are confident that failure to provide suf- 
ficient pre-operative preparation was respon- 
sible for the loss ef one case. Heeding the urg- 
ing of the patiert’s physician and family, the 
operation was done without adequate prelimi- 
nary preparation and study. This error has not 
been committed since. The second case died 
with an acute hepatic and renal insufficiency, 
although preliminary cystotomy drainage for 
two months and meticulous preoperative care 
had been given. The third case collapsed fol- 
lowing the administration of the spinal anes- 
thetic, and died five hours later. 


SUMMARY 


1. The amount of tissue that may be re- 
moved by transurethral resection is limitless, 
end must be determined through experience by 
the operator. The soft adenomatous gland re- 
quires the widest and most liberal resection, 
while the fibrotic or carcinomatous prostate us- 
ually requires the least. 


2. Transurethral prostatic surgery is not a 
ininor surgical prucedure. Preoperative care is 
as important as though the patient were being 
prepared for prostatectomy. The method is 
aot one for the casual instrumenteur, but should 
be undertaken oniy by those whose urological 
and surgical training qualify them to exercise 
judicious discrimination in the selection of cases 
and supply prompt decision in an emergency. 

3. We feel that transurethral prostatic re- 
section is a most important and paramount addi- 
tion to our urological equipment, and that it 
should imbue us with a great sense of comfort 
in abiding senescence. 


{ DISCUSSION 


Dr. W. L. Britt, (Jackson): It has been a very 
great pleasure to have Dr. Hennessey with us and 
to present this interesting paper. It is a subject 
that I have been very much interested in for a 
great many years, and for the past seven or eight 
years I have been doing the punch operation to re- 
lieve prostatic obstruction in certain types of cases, 
and recently I have been using and doing some of 
the trans-urethral prostatic resection work and like 
it very much, and I believe it will replace the punch 
operation. 

Now the doctor has covered this subject so well 
that there is very little to be said except that I 
would like to have him in closing tell us more about 
the post operative care of these patients. We un- 
derstand that as soon as resection is done we put 
in a retention catheter and it remains in four or 
five days until the urine is clear. When this is 
removed how long should the patient remain in 
bed? Is it safe to serd them home as we very 
often do riding in a car? I know that depends on 
a great many conditions, but this post-operative 
treatment has never been brought out very well. 

The doctor also spoke of using a roller electrode 
in treating certain types of prostates. That was 
very interesting. I have heard something about 
it, and I am glad he mentioned that. I would like 
to know whether he uses the cutting type or the 
coagulation type, and what kind of anesthetic is 
best to use. How many applications is necessary? 
The subject has been so well covered that I have 
nothing more to say. 

Dr. Temple Ainsworth, (Jackson): I want to 
first thank Dr. Hennessey for his paper. I en- 
joyed it very much. I wish to give you a short 
rurvey of my experience with prostatic resection. 
I have done 19 resections on 15 patients; in other 
words, I have had to repeat the operation the 
second time on four of my patients. I want to 
especially stress the point Dr. Hennessy made, that 
this is not a minor surgical procedure. It re- 
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quires a great deal of experience to remove the 
correct amount of tissue from the correct place in 
the deep urethra. It sounds rather easy to hear 
Dr. Hennessey talk about it, but take) it from one 
who has had a great deal less experience, it is not 
so easy. I have had two deaths in my series—one 
was from a cerebral hemorrhage and one was from 
infection. I feel that post-operative infection is a 
problem; in other words post operative care of 
these patients is very, very important. I want to 
again thank Dr. Hennessey for his paper. I en- 
jcyed it very much. 


Dr. A. Street, (Vicksburg): I am sorry I was 
late and did not get to hear Dr. Hennessey’s paper. 
My fan belt on my car broke when I got half way 
here and held me up. Dr. Hennessey failed to 
send me a copy of his paper, and the only remarks 
of interest that I can make are those relating to 
my own experience with trans-urethral resection. 
I have done 26 of these operations, and three of 
these were for malignancies. Two of the malig- 
nancies died, all of the remaining cases are living. 
‘this experience covers a period of about a year 
and a half. I used Dr. McCarthy’s outfit, and I 
hear a lot of discussion about the various outfits. 
I do not pay much attention to it. I think there 
is more in learning how to use it than in the out- 
fit itself. 


So far as results are concerned, my impression is 
that the results are as good as we can get by any 
other method. I have used the method on cases 
that were positively not permissable surgical risks 
for the usual type of ,prostatetomy. I think we 
have always to be careful. There is a necessity 
for preparing the patient for this type of work, 
just the same as for the supra-pubic or perineal 
operation. I usually take these cases in and 
study the kidney function, and get the blood chem- 
istry and subject them to catheter drainage until 
I think they are in good condition, because I believe 
if you neglect that factor you will have a mor- 
tality that you would not otherwise have. I thank 
you. 


Dr. Hennessey, (Closing): I feel, as Dr. Britt 
has remarked, that while the punch instruments 
employed by Caulk or Young are excellent instru- 
ments, they are applicable in the hands of most of 
us only to a small and selected group of cases. It 
has been our policy to exercise perhaps unusual pre- 
caution in the post-cperative care of our cases. We 
have not been inclined to release from our observa- 
tion these cases until several days have elapsed 
after the removal of the inlying catheter, which is 
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inserted at the time of resection. We are particu- 
lar that the patients are able to void their urine 
comfortably and freely, and that the degree of re- 
tention is negligible, or very small. Our opinion is 
that the tell-tale sympivum of inadequate resection 
is considerable pain with urination. I think it is 
a very good point tha: Dr. Britt made about the 
amount of physical activity that should be permit- 
ted in these patients after resection. While we 
have had no serious difficulty with late hemorr- 
hage, we have considered it a valuable measure of 
precaution against this exigency to advise against 
any vigorous physical exertion for at least two 
weeks after their dismissal. The results we ob- 
tain in prostatic resection are commensurate en- 
tirely with the amount of our experience. We are 
ell having to work out our own problems, par- 
ticularly with reference to the amount of tissue 
that must be removed. This, we have found, varies 
greatly with the tyne and make-up of the obstruct- 
ing gland. Alcock was frank to state that he was 
an amateur of the first water until he had accom- 
plished fifty resections. 


Dr. Ainsworth spoke of repeat operations. I 
think it is no blemish on his reputation, and I am 
sure that he should suffer no personal recrimina- 
tion about having to repeat two of them. We have 
bad this experience, as has most everyone who is 
striving to accomplish good end results for resec- 
tion. The necessity for repeat operations has been 
found to occur more frequently in the large, soft, 
adenomatous gland, which tends to cave in and 
continue to exert its obstructive influence, even 
after a very libera! resection. While we are find- 
ing that the application of resection is becoming 
increasingly wider, I think it is wrong for us to 
assure any patient that may be suffering from 
obstructing prostate that they may be relieved by 
resection until a carefui and complete examination 
has been made of their case. We think that cer- 
tain types of glands, particularly the large intra- 
vesical growth, or the sub-cervical hypertrophy, is 
still best treated by open operation. 


Dr. Street’s comments on the necessity for pre- 
liminary treatment, whether by suprapubic drain- 
age or inlying cather, is recognized to be as im- 
portant in the prenaratory care of the patient be- 
fore transurethral resection as it was for prosto- 
tectomy. We do not feel that any procedure de- 
signed to relieve the patient of the cause or con- 
sequences of prostatic obstruction should be under- 
taken until the patient has been revived to the 
maximum of physical rejuvenation. 





484 


NEW ORLEANS 
Medical and Surgical Journal 


Established 1844 


Published by the Louisiana State Medical Society 
under the jurisdiction of the following named 
Journal Committee: 
C. A. Weiss, M. D., Ex-Officio 
For one year: S. M. Blackshear, M. D. 
H. W. Kostmayer, M. D., Chairman 
For two years: W. H. Seemann, M. D., 
Randolph Lyons, M. D., Secretary 
For three years: John A. Lanford, M. D. 
EDITORIAL STAFF 


John H. Musser, M. D.__..__...____... Editor-in-Chief 
eee ee : Se eee eee Editor 
Willard R. Wirth, M. D. _...Editor 


Frederick L. Fenno, M. D. 
Jacob S. Ullman, M. D. _._Associate Editor 
D. W. Jones, M. D. Associate Editor 


COLLABORATORS—COUNCILORS 

For Louisiana For Mississippi 
H. E. Bernadas, M. D. J. W. Lucas, M. D. 
Daniel N. Silverman, M. D. L. L. Minor, M. D. 
C.C. DeGravelles,M.D, | M. W. Robertson, M. D. 

Thomas J. Brown, M. D. 
a atom “ D. —_ Willie H. Watson, M.D. 
<r ——— H. Lowry Rush, M. D. 

C. A. Lorio, M. D. Jos. E. Green, M. D. 
C. A. Martin, M. D. W. H. Frizell, M. D. 
J. T. Cappel, M. D. D. J. Williams, M. D. 
Paul T. Talbot, M. D................ General Manager 


Associate Editor 


1430 Tulane Avenue 
G. D. Morrison ......Director of Advertising 

SUBSCRIPTION TERMS: $3.00 per year in 
advance, postage paid, for the United States; $3.50 
per year for all foreign countries belonging to the 
Postal Union. 

News material for publication should be received 
not later than the twentieth of the month preced- 
ing publication. Orders for reprints must be sent 
in duplicate when returning galley proof. 

THE JouRNAL does not hold itself responsible 
for statements made by any contributor. 

Manuscripts should be addressed to the Editor, 
1480 Tulane Avenue, New Orleans, La. 





THE EMERGENCY RELIEF ADMINIS- 
TRATION AND MEDICAL 


ECONOMICS 


At the time this editorial is being written the. 


State Medical Society of Louisiana and the Ad- 
ministrator of the Emergency Relief Adminis- 
tration, Mr. Harry J. Early, are unable to agree 
upon the fee schedule for those physicians who 
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are to serve those who are on the rolls of the 
Emergency Relief Administration. This is un- 
fortunate, because at the present time, despite 
the expressed desires of the Government of 
Washington, the doctors are not being paid for 
services rendered those who are obtaining gov- 
ernmental aid. The physicians are being de- 
prived of just and fair rewards for the services 
that they are giving to the poor who are receiv- 
ing governmental help. As it was so pithily 
noted in the Mississippi section of the Journal 
last month, the butcher, the baker, and the can- 
dle stick maker are being paid for whatever he 
sells to those governmental dependants but the 
doctor very largely and generally is losing out, 
though in some communities in the State he is 
getting some monetary reward. 

The Executive Committee of the Louisiana 
State Medical Society is not to be blamed for 
this impasse. The schedule of fees presented to 
the Committee was very much less than *hose 
that had been given and are being given in near- 
ly every other State in the Union. Without giv- 
ing the full fee schedule, which appears in the 
Louisiana section of this number of the Jour- 
nal, it may be said that Mr. Early offered the 
doctors of Louisiana $.75 for an office visit, 
$1.25 for a house visit, and five cents for each 
mile more than four miles away from city limits 
or incorporated towns, and $15.00 for obstet- 
rical attendance before, during, and after de- 
livery of the woman. These fees are woefully 
inadequate for the amount of time the doctor 
has to give to a case, and in the instance of the 
out of town visits considerably less than the ac- 
tual cost of making the trip by automobile. 

The medical profession of Louisiana and of 
Mississippi are perfectly and completely willing 
to make sacrifices in order to help out with the 
present emergency. Our doctors realize that an 
emergency does exist, and they are willing to 
lower their fees for the time being, but not to 
such ridiculously small figures as those which 
have been presented to them for their accept- 
ance. Other professions and other businesses 


have not made similar reductions, but the hu- 
manitarian character of the doctor’s work is 
exemplified magnificently in the willingness of 
the physician to forego emoluments that are 
commensurate with his training and the cost 
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of rendering service during this emergency as 
he has in all times of stress, danger or plague. 


It should be very definitely and positively 
understood that these fee reductions which will 
be undoubtedly adjusted in a short time are only 
for the duration of the present economic emer- 
gency. This can not be too strongly accentuated. 
The doctors are making sacrifices to help out 
the Government, but this does not mean that 
they should make denials for the benefit of in- 
surance companies or compensation organiza- 
tions, nor for the communities themselves with 
the people that they contain who can pay fees 
which will return to the doctor at least a de- 
cent living wage. If the impression gets around 
that the physician is able to render services for 
such low fees it will be a great calamity. The 
average individual does not realize that the doc- 
tor has spent a considerable capital in obtaining 
his education, that years of training necessarily 
shorten the time that he can obtain a livelihood, 
and that for many more years than the average 
individual a physician must be dependant upon 
financial help from others. The thoughtless per- 
son does not comprehend, furthermore, that 
there is considerable expense in the practice of 
medicine, expenses which range from the cost 
of materials for the treatment of patients and 
the diagnosis of their malady, to rent of offices, 
upkeep of automobile, the maintenance of a li- 
brary, and similar expenses, the cost of which 
pile up materially. Furthermore, in the few 
years of economic independance in which the 
physician is making his expenses, he should be 
able to put aside enough surplus to maintain him 
in his old age. In the present chaotic economic 
conditions in this country and the world, this 
is not much more than a hoped for state of af- 
fairs which should be, but is not. 


There is one other aspect of this problem that 


deserves attention. On the last page of Bulletin 
No. 7, issued by the central authorities of the 
Emergency Relief. Administration, is a  state- 
ment that failure of organized medicine to func- 
tion will result in the putting into effect of med- 


ical relief under a group of physicians selected 
by the State Administrator. This is pernicious. 
A layman should not select a group of physi- 


cians to work under governmental authorities. 
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Such a group might well form a body which will 
be perpetuated and which would be the entry 
wedge for state medicine. One of the redeeming 
features of the medical relief plans has been 
the maintenance of the important principle of 
free selection of physician by the patient. If a 
group is called upon to administer medical aid 
and this group is without the bounds of organ- 
ized medicine, certainly one of the most funda- 
mental and important principles of medical 
practice will be obliterated and done away with. 
The patient will no longer have an individual 
right to select his own doctor, but he will have 
to take that man as designated by the group 
that is running medical care. 


To epitomize what has been written above, 
it might be said that physicians of Louisiana 
and Mississippi are willing to cut their fee 
schedule; they are willing to maintain the hu- 
manistic attitude of their profession, but they 
do balk at monetary returns which are so woe- 
fully inadequate as to be ridiculous. 





THERAPEUTICS OF MALARIA 


The third general report of the Malaria Com- 
mission of the League of Nations has to do 
largely with a discussion of all drugs available 
for malaria control. An abstract of this report 
has been sent out from Amsterdam, presumably 
to the medical profession as a whole in all coun- 
tries. In view of the fact that the Dutch are 
the chief world producers of quinine, it is only 
to be expected that the report would stress the 
advantages of quinine. In spite of this, the in- 
formation concerning the use of quinine, ate- 
brin, and plasmoquine is really worth calling to 
the attention of the physicians who are treating 
malaria, particularly on a large scale. 

The Malaria Commission expresses the opin- 
ion that for prophylactic purposes quinine is the 
best drug to use; that the curative effect of qui- 
nine and atebrin is comparable and apparently 
equal ; that in the treatment to prevent relapses 
quinine again is effectual; and lastly that in the 
prevention of the spread of the disease (game- 
tocyte therapy) quinine and atebrin are each ef- 
fective in destroying the gametocytes in benign 
tertian and quartan malaria, but in the treat- 
ment of estivoauntumnal malaria, plasmoquine 
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is capable of preventing crescent carriers from 
infecting mosquitoes. 

Quinine is effective and has stood the test of 
time. It is very much cheaper than any form of 
malarial therapy, and it fills the requirement of 
being abundant and cheap. Atebrin undoubted- 
ly is effective, but because of its tendency to 
quickly color the skin yellow should not be given 
prophylacticly. For the treatment of the attack, 
economical consideration aside, both drugs are 
effective in periods no longer than seven days, 
usually five days being sufficient for any ma- 
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laria therapy with either drug. Smaller doses 
of quinine should be then continued for a period 
of several months. 

The dosage of quinine recommended is 1.2 
gm. (20 grains) for five days, and of atebrin 
0.3 gm. (5 grains) daily for five days. To con- 
tinue the quinine therapy 0.4 gm. (6 grains) 
daily is sufficient for a period of eight weeks. 
Plasmoquine to destroy gametocytes is recom- 
mended to be administered in doses of 0.04 gm. 
twice a week during the period when crescents 
are present in the peripheral blood. 
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HOTEL DIEU 
The regular monthly meeting of Hotel Dieu Staff 
was held November 20, 1933, with Dr. P. B. Salatich, 
President, in the Chair, and Dr. Ruth Aleman, Sec- 
retary, at the desk. 
Dr. C. C. DeGravelles presented a paper “Caisson 
Disease”. 


Caisson disease, compressed air illness, or more 
properly speaking, air embolism, is a condition 
caused by a too-rapid decompression after exposure 
to high pressure for a time. It is characterized 
anatomically by the presence of free nitrogen in 
the body tissues and fluids, interfering with their 
normal functions, and clinically by one or a com- 
bination of the following symptoms: localized pain, 
vertigo, prostration, or symptoms referrable to the 
central nervous system. 

It is estimated that the blood is 5 per cent of 
the body weight, and the circulation time of the 
blood is about 1 minute. During compression the 
blood while going through the lungs takes up 
nitrogen to the point of saturation, which increases 
approximately 1 per cent for every additional 
pound of atmospheric pressure applied. In decom- 
pression the action taking place is just the re- 
verse. The super-saturated tissues give off nitro- 
gen to the blood which is de-saturated by going 
through the lungs. The blood is again saturated 
with nitrogen from the tissues, and de-saturated in 
the lungs, and so on until equilibrium with a nor- 
mal atmosphere is established. 

Should the decompression be so rapid as not to 
permit enough time for the blood to carry the nitro- 
gen, freed from the tissues, to the lungs, or should 
the lungs be incapable of ridding the blood of ex- 
cess nitrogen, gas bubbles of nitrogen will form 
in the body fluids and tissues. This formation of 
gas bubbles is at present the accepted theory of 
the cause of caisson disease. 

Heavy drinkers were more susceptible than were 


the men who drank in moderation or not at all. 
The largest proportion of the bends occurred at a 
pressure of 29 pounds and at 34 pounds. There is 
a Federal law prohibiting a man working under 
more than 52 pounds of pressure. However, by 
special permission the government has allowed the 
limit to be raised to 55 pounds where it was shown 
to be imperative. 


Symptoms: 1. Affection of the central nervous 
system: This may be either motor, sensory or 
both, due to the pressure of air emboli upon the 
brain, spinal cord, or some particular nerve trunk. 


2. Localized pains: Localization of pain de- 
pends on muscle fibre, tendon sheath, bone or 
nerve terminal. 


3. Dizziness is the result of gas emboli in the 
middle ear, or may be caused by disturbances of 
the central nervous system. 

4. Chokes: Difficult breathing is due to bubbles 
of gas forced through the pulmonary arteries into 
the lungs. 

5. Unconsciousness or collapse: This is usually 
caused by large quantities of gas distributed gen- 
erally throughout the circulation. 

6. Ear-blocking: When equalization of pressure 
does not take place from within, severe pain occurs 
from the consequent stretching of the ear-drum, and 
if pressure is increased to a certain point, the ear- 
drum finally ruptures. 

Treatment: In order to prevent the blocking 
of the ear-passages, each man on entering com- 
pressed air on his initial trip should be instructed 
to swallow, or to close both nostrils with the 
thumb and fore-finger, shutting the mouth firmly, 
then making a strong expiratory effort. By doing 
this he expells air from the nasal pharynx to such 
an extent that he opens up the Eustachian tubes, 
thus preventing ear-block. 

All cases of bends should be rushed at once to 
the hospital lock and the pressure in the lock be 
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raised immediately to the pressure under which the 
man was working. Decompression should then 
start at the rate of two minutes per pound of 
pressure. That is, if the man was working under 
40 pounds préssure, decompression should last 
80 minutes. > 

Knowing the suffering that the bends entails, 
you would think that men doing this kind of work 
for a number of years would be careful to follow 
the usual rules of decompressing two minutes to 
the pound, but I have found it almost impossible 
to follow this rule, as the men, after from 20 to 
25 minutes in the decompression chamber, always 
clamored to come out, often to their subsequent 
regret. 


Dr. V. Fuchs: It has been found that in extreme 
dampness there is more tendency to the bends 
than there is when working under dry conditions. 
The whole secret of avoiding the bends is proper 
and slow decompression. The Diver’s Manual of 
the U. S. Navy goes into detail on the decompres- 
sion of divers. The reason for the paralysis is 
that the material of the spinal cord is not profusely 
supplied with blood vessels and therefore the nitro- 
gen that accumulates in the spinal cord is not 
rapidly carried off. 


Dr. Walter Otis: The situation is largely one 
of a myelitis, classed under the compressed air 
diseases, better known as the bends, by reason of 
the fact that the bodies of the victims are con- 
torted due to the saturation of the tissues with 
nitrogen under increased pressure. The motor and 
sensory changes depend largely upon the areas af- 
fected and the amount of damage following. Ex- 
ternally, from a pathologic standpoint, for the most 
part no apparent lesion may be evidenced. Then 
again, there may be marked cyanosis of the face, 
with hemorrhagic conditions from the mucous 
membranes. Crepitation of the skin may be elicited 
on light pressure, even though the skin is not 
obviously puffed up. Petechial hemorrhages may 
be found in the brain and cord, with gas in small 
blebs in the nerve tissues. 

Treatment is largely symptomatic, decompres- 
sion being the principal one, performed by various 
means, particularly so by the air chamber. Hot 
packs, systemic tonics, balanced diet may aid. In 
recovered cases there is also a susceptibility to 
re-occurrence. 

Dr. M. Couret: Although it has been well es- 
tablished that nitrogen gas remains in tissue for a 
long time, as for example, in the thoracic cavity, 
I am a little skeptical that it would remain long 
enough to produce such permanent lesions as we 
find in caisson disease. I have wondered if, per- 
haps, hemorrhage may not be more likely respon- 
sible for the paralysis. 

Dr. L. Levy spoke on some of the high lights in 
the way of papers at the Richmond Meeting. The 
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paper by Dr. Dean Lewis was mentioned. One of 
the notes was on the expression made by Dr. Lewis 
on appendicitis, he said that there is no such 
thing as chronic appendicitis, he stated that “re- 
current attacks of acute appendicitis” was the 
correct diagnosis. 

A paper by Dr. O. S. Lowsley was spoken of and 
the use of strips of fascia in kidney work was 
emphasized. In obstetrics, a paper emphasized 
the Scanzoni method in persistent occipital post- 
erior position by Dr. Edward Speidel was favor- 
ably received and favorably commented on. Dr. 
J. J. Pemberton’s paper on Hyperthyroidism men- 
tioned the use of Iodine, X-Ray, Radium, and Surg- 
ery. Dr. R. B. Bailey was an ardent advocate of 
surgery in the treatment of tuberculosis, using 
paralysis of the diaphragm as one of the chief aids. 
A paper was read by Dr. E. L. King on medical in- 
dication for sterilization and contraceptive mea- 
sures, emphasizing contraceptive methods in cer- 
tain diseases. A paper by Dr. Milton Lewis on the 
use of sodium amytal in eclampsia gave great hope 
in the progress in the control of convulsions in 
eclampsia. Sodium amytal given intravenously con- 
trols convulsions in every case. He reported a 
large percentage of recoveries. He emphasized in 
the use of sodium amytal that it should be 
given slowly and no dose should be given in less 
than ten minutes. Altogether the meeting was a 
scientific treat and it was pleasing to note thaz the 
New Orleans men acquitted themselves well and 
held many prominent places as officers, chairmen 
of sections, and essayists. 


JOINT MEETING OF THE BAPTIST HOSPITAL 
STAFF AND OF THE NEW ORLEANS 
GYNECOLOGICAL AND OBSTETRICAL 

SOCIETY 


A joint meeting of the Baptist Hospital Staff and 
the New Orleans Obstetrical and Gynecological So- 
ciety was held on Tuesday, November 28, 1933 at 
8:00 o’clock with Dr. H. V. Sims presiding, and 
members of the Second District Medical Society as 
guests. The following program was presented. 

1. The Postpartum Kidney: Drs. H. W. E. 
Walther and Robert M. Willoughby, Discussion, 
Dr. E. A. Ficklen. 

2. The Heart of Pregnancy: Dr. 
Bethea, Discussion, Dr. E. L. King. 

3. Extrauterine Pregnancy Complicated by In- 
testinal Obstruction: Dr. H. B. Alsobrook, Discus- 
sion, Dr. Curtis Tyrone. 

4. (a) Some Unusual Complications in the New 
Born: 1. A Case of Polydactilism. 2. A Case of 
Intrauterine Fracture. (b) Carcinoma of the 
Body of the Uterus. (c) Bleeding Nipples; 
Cyst of one Breast and Carcinoma of the Other. 
Dr. W. D. Phillips, Discussion, Dr. Edwin H. Law- 
son. 


Oscar W. 
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5. A Case of Hydatidiform Mole, Dr. H. W. Kost- 
mayer, Discussion, Dr. Thomas B. Sellers. 


6. Bicornuate Uterus with Twin Pregnancy, 
Dr. John T. Sanders. Discussion, Dr. H. V. Sims. 


Following the presentation of this program there 
was a discussion of the deaths of the month by Dr. 
J. G. Lilly, Jr. 


There being no further business, the meeting ad- 
journed to meet again on Tuesday, December 26, 
at 8:00 p. m. 


FRENCH HOSPITAL 


A regular monthly meeting of French Hospital 
Staff was called to order Friday, December 8, 1933, 
Dr. H. B. A#sobrook presiding. The secretary read 
the report of discharges and the deaths for the 
previous month were opened to discussion. A case 
of lobar pneumonia was presented by Dr. A. M. 
Powe. This case was discussed by Drs. H. B. 
Alsobrook, R. H. McCarty and W. R. Strange. 

A death due to tumor of spinal cord was opened 
to discussion. The striking feature of this case 
was the rapidity with which the patient developed 
an ascending paralysis which was symmetrical on 
both extremities. Dr. L. L. Cazenavette was of the 
opinion that this was a case of ascending myelitis 
rather than tumor of the spinal cord. 

A case of cerebral hemorrhage in a woman 46 
years old was then taken up. Dr. R. H. McCarty 
presented the details of the case and Dr. Caze- 
navette Opened the discussion. The two feature 
points in this case were the comparatively low 
blood pressure and projectile vomiting. He stated 
that cerebral hemorrhage may be caused by a dis- 
eased artery even though the pressure is not very 
high. The vomiting he said was evidently due to 
the sudden change in the circulation of the brain. 

The following officers were then elected for the 
year 1934: Dr. J. J. Baron, Chairman, Dr. M. L. 
Stadiem, Vice-chairman, and Dr. N. J. Tessitore 
Secretary. 

Dr. H. B. Alsobrook then thanked the members 
of the Staff for their cooperation during the past 
year and turned the chair over to Dr. Baron. The 
following committees were appointed: Executive 
Committee—Dr. P. Graffagnino, Chairman, Drs. W. 
H. Harris, L. J. Menville and H. F. Ader, Member- 
ship Committee—Dr. M. O. Miller, Chairman, Drs. 
M. J. Lyons and A. V. Friedrichs. Program—Dr. M. 
L. Stadiem, Chairman, Drs. H. B. Alsobrook and N. 
J. Tessitore. Records—Dr. A. M. Powe, Chairman, 
Drs. R. L. Gordon and R. H. McCarty 


CHAMBERLAIN-RICE HOSPITAL STAFF MEET- 
ING, NATCHEZ, MISSISSIPPI 


ABSTRACT.—FOREIGN BODY IN RHINO- 
PHARYNX.—Dr. Raymond T. Smith. 
Identity of patient—A. L. W. Colored, male in- 
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fant—Case No. 4348. Aged 6 months; admitted to 
hospital 11/16/33 for removal of foreign body from 
the rhino-pharynx (cockle’ burr). Discharged 
11/20/33. Complaint—Nasal obstruction, discharge, 
epistaxis, mucous bronchitis, cough, temperature. 
Present Illness—Began a few days over two weeks 
prior to admission to the hospital when the baby 
had a cockle burr in its mouth which it evidently 
sucked up behind the nose. Patient was taken to 
a doctor immediately who told the mother that it 
was no longer there. Mother stated that she saw 
the burr about ten days before bringing patient to 
the hospital. Owing to the continued discharge 
and epistaxis the patient was taken to Dr. Chamber- 
lain who made a diagnosis of foreign body in the 
rhino-pharynx and referred the patient to the 
writer for treatment. Past’ history—Patient was 
delivered normally and has not been sick since 
birth until the present illness. Family history— 
Father and mother both living and well; one brother 
living and well; no sisters. Physical examination 
—Reveals a well developed, well nourished male 
infant, approximately six months old; acutely ill. 
Breathing was labored and there was evidence of 
much mucus in the bronchial tree. There was a 
copious discharge from the nose and there are 
traces of blood in it. Temperature 101° (rectal). 
Head, normal shape and contour—no scars; no 
rachitis; eyes normal; ears normal; nose, there 
was evidence of a bloody purpulent discharge from 
both nostrils with blockage of the airway; throat 
slightly reddened otherwise negative; mouth, essen- 
tially negative; larynx, no pathology. Lungs, there 
was evidence of considerable mucous bronchitis 
with moisture over both lung areas; heart, very 
rapid, no evidence of any murmurs or hypertrophy; 
abdomen flaccid, no palpable tenderness or tumor 
masses; reflexes, normal throughout; skin dry, no 
rashes. Clinical Laboratory—Essentially negative. 
Preoperative Diagnosis—Foreign body in the rhino- 
pharynx. Description of operation—Without an- 
aesthesia the foreign body was palpated with the 
index finger in the rhino-pharynx on the anterior 
wall. After heroic efforts had been made to remove 
the object with ordinary instruments the attempt 
was abandoned due to the critical condition of the 
patient. The patient was returned to bed to re- 
cover from the manipulations. Two days later with 
the aid of a stiff wire loop and a soft rubber 
catheter the object was successfully removed. The 
catheter was passed through the nose and when it 
appeared in the pharynx the wire loop was fastened 
on to it and the loop was drawn back into the 
naso-pharynx and with the aid of the fingers was 
placed around the foreign body. Then with rotatory 
movements the object was dislodged and removed. 
Patient was returned to bed and given ordinary 
sedatives along with nasal antiseptics. 


Gross Pathology—Generalized hyperemia and 
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exudation of the mucous membranes of the respira- 
tory tract. Foreign body—cockle burr. 

Final Diagnosis—Foreign body in the rhino- 
pharynx—cockle burr. 

Condition on discharge—Recovered. 


Remarks—The interesting factor in this case is 
that a six months old infant could possibly get a 
full grown cockle burr in back of the nose since 
the usual route for foreign bodies is downward in- 
to the larynx and trachea; that more complications 
did not develop prior to its removal and that re- 
covery was so rapid and complete. The author 
hopes that this experience will be beneficial to 
someone else under like circumstances. 

Natchez, 
December 9, 1933. 


CLARKSDALE HOSPITAL STAFF MEETING 


The regular monthly meeting of the Coahoma 
County Medical Club was held in the sun parlor 
of the Clarksdale Hospital on Wednesday, Decem- 
ber 6, at 2:30 p. m. Dr. J. A. Slack, president, 
called the meeting to order. 

The Coahoma County Medical Club, which had 
been designated as the Clarksdale Hospital Medical 
Staff by the Board of Directors of the Hospital, 
but which had not organized as such, met for the 
purpose of organization as a medical staff. It was 
agreed that for the time being the two organiza- 
tions would meet jointly, concurrently and func- 
tion identically, and that the officers should serve 
in a dual compacity in both organizations. The 
chairman of the Committee on the Constitution, V. 
B. Harrison, presented a report and tentative draft 
of the proposed constitution for the Clarksdale 
Hospital Medical Staff, which after a general dis- 
cussion and amendments was adopted. 

The next order of business was the election of 
officers for both organizations for the first term in 
1934 with the following results: E. L. Wilkins, 
President; W. H. Brandon, Vice-President; and V. 
B. Harrison, Secretary-Treasurer. Drs. T. G. Hughes, 
I. P. Carr, and D. H. Griffin were elected to the 
Relations Committee. The president appointed a 
Committee on By-Laws to consist of J. A. Slack, 
T. M. Dye, and W. H. Brandon. The staff instruct- 
ed the committee to limit the membership of the 
Relations Committee to Clarksdale physicians. 


Dr. T. M. Dye made a report on the recent meet- 
ing of the officers and council of the State Medical 
Association With the State F. E. R. with reference 
to the proposed fee scale in the cases of the in- 
digent sick. Inasmuch as the State Medical As- 
sociation recommended that each County be organ- 
ized into a County Medical Society, Dr. Dye made 
a motion that a Coahoma County Medical Society 
be organized with officers the same as the Coahoma 
County Medical Club, and that such organization 
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apply to the State Medical 
charter. P 

There being no further business, the Club was 
adjourned. 


Association for a 


V. B. Harrison, 


Secretary. 
Clarksdale, 


December 6, 1933. 


HOUSTON HOSPITAL STAFF MEETING 


The regular monthly staff meeting of the Hous- 
ton Hospital was held in the hospital building, 
Wednesday night, November 27, with a good attend- 
ance. Dr. E. K. Guinn, McCondy, presided. 

“Diseases of the Thyroid Gland’ was the sub- 
ject for this meeting. Dr. Douglas D. Baugh pre- 
sented a chart giving the most common classifica- 
tions of goiter; also a series of six patients with 
various types of goiter trouble. A full discussion 
was given by Drs. Williams, Armstrong, Philpot 
and Baugh of Houston, Young and Webster of 
Vardaman, Guinn of McCondy, Walker of Houlka 
and Abernethy of Algoma. 

Following the hour and thirty minute discussion 
of goiter, a motion picture, “Open Thoracotomy” 
with rib resection, was enjoyed by all present. 

Refreshments were served by the hospital nurses 
and an excellent musical program was rendered 
by Miss Jennie Grace Blizzard of Houston. 

The next meeting will be held December 28. 

Eva Collins, 
Secretary. 
Houston, 
December 8, 1933. 


KING’S DAUGHTERS HOSPITAL STAFF 
MEETING, GREENVILLE, MISS. 


The staff of the King’s Daughters Hospital, 
Greenville, held its usual monthly meeting Wednes- 
day evening, December 6, with Dr. C. P. Thompson 
presiding. 

Dr. J. F. Lucas presented an unusual case of 
ovarian cyst complicating the puerperium. The 
woman was 27 years of age. A previous pregnancy, 
four years earlier, was entirely uncomplicated. 
She ‘had been in excellent health since that time. 
Her second pregnancy was normal. Examination 
at the third month established that no abnormal 
tumor existed. Her abdomen was exceptionally 
small through the latter months. She was delivered 
at term, in her home without untoward incident. 
Four days after delivery she had a chill, followed 
by fever, malaise, and some pain and soreness in 
the lower abdomen. These symptoms increased in 
severity with slight abdominal distention, to the 
ninth day postpartem, when she was admitted to 
the hospital with diagnosis of puerperal sepsis. 
Within a few hours after admission the fever 
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reached 104°F., pulse 120; there were 20,400 leuko- 
cytes with 86 per cent polynuclear cells; the urine 
showed a moderate albumin reaction and contained 
no pus. The abdomen was moderately distended, 
rigid and painful below the umbilicus. There was 
a small amount of purulent lochia without special 
significance in the stained smears. Tenderness 
made the pelvic examination unsatisfactory. The 
bowels were evacuated freely by enema. The phy- 
sical examination afforded no other important in- 
formation. Serious consideration was given the 
diagnosis of peritonitis, secondary to puerperal in- 
fection, or possibly a ruptured appendix. 


By the twelfth day postpartem the patient ap- 
peared very toxic; leukocytosis had increased; 
blood cultures were negative. Pain was severe but 
did not require an opiate. The abdomen was rigid 
and distention increased rapidly, until it was great- 
er than a full term pregnancy. A roentgen ray ex- 
amination showed a large oval tumor in the mid- 
abdomen and pelvis, outlined against the gas filled 
bowel which it displaced. 


Operation on the thirteenth day after delivery 
disclosed a large ovarian cyst partly twisted upon 
its pedicle. This was removed, after being aspir- 
ated. Recovery was uneventful. The pathologist’s 
diagnosis was cystoma, with necrosis and acute in- 
flammation. 

Dr. Lucas said that ovarian cyst complicating 
pregnancy is rare, about 1 in 1,500. They may seri- 
ously complicate delivery. About half of them 
cause grave symptoms during the puerperium as a 
result of traumatism and torsion occurring during 
labor. 

Dr. Davis recalled a similar case, occurring in 
another city, in which the diagnosis was not 
reached until after exploratory operation. 

Dr. Paul Gamble presented brief clinical reports 
and the roentgenograms of a number of cases illu- 
strating anomalies of the kidney, their pathologic 
and surgical importance. Two cases were of 
anomalous renal arteries which caused constric- 
tion and atrophic changes in the proximal portion 
of the ureter, resulting in hydronephrosis, eventual 
infection and extensive destruction of the kidney. 
Dr. White demonstrated the gross specimens, as 
both cases required nephrectomy. Dr. Gamble said 
that anomalous arteries are rather common, 
though not always producing hydronephrosis. The 
usual symptoms are similar to those of renal colic, 
often mistaken for calculi; but are not so severe, 
or so typical in radiation. If the condition is rec- 
ognized before serious renal damage has occurred, 
it may be treated by simply severing the artery, 
if small, or by plastic operation on the renal pel- 
vis, if the artery is large. 

Two examples of unilateral hypoplastic kidney 
were presented. One was a young woman having 
multiple calculi in the pelvis of the fully developed 
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kidney. These calculi were successfully removed 
by nephrectomy. The other case was in an older 
woman, a long sufferer from chronic pyelitis affect- 
ing the hypoplastic kidney. These cases while 
not very common, have great surgical significance, 
for if not recognized, removal of the fully developed 
kidney, for any cause, would result in death of the 
patient through incapacity of the small kidney. 

Cases of double and bifid ureter were presented. 

An interesting case of pelvic kidney was recount- 
ed. The man had for years, attacks of pain and 
persistant discomfort within the pelvis. A very 
complete diagnostic study had revealed no prob- 
able explanation. The urine was negative. A rou- 
tine pyelographic examination disclosed the pelvic 
kidney which was hydronephrotic. Its removal 
completely relieved the symptoms. 

Dr. Gamble and Dr. Thompson in discussing the 
paper emphasized the point that anomalous condi- 
tions are of frequent occurrence, but often not 
appreciated except when routine cystoscopy and 
pyelographic examinations are performed. They 
are important because it is the anomalous urinary 
apparatus that is most susceptible to disease. 

John A. Beals, Secretary. 
Greenville, 
December 12, 1933. 


MISSISSIPPI BAPTIST HOSPITAL STAFF 
MEETING, JACKSON, MISS. 


The staff met in the dining room at six o’clock 
in the evening for dinner, with thirty members 
present and one visitor. The superintendent, Mr. 
Alliston, made a talk on the financial affairs of the 
hospital. 

Dr. Robin Harris reported the following cases: 
Two cases reported to him in his office on the same 
day with headache in the lower half of the head and 
with pain behind the ear. This was suspected as be- 
ing typical of sphenopalatine gangelionitis. The 
ganglion was cocanized and all the pain was re- 
lieved in both cases except in the second lower mo- 
lar tooth. These teeth were roentgen rayed und 
found to be abscessed. They were then removed as 
well. Conclusion: Two typical cases of spenopala- 
tine ganglionitis which were caused by abscess of 
teeth and which cases were relieved by removing 
same. 


Rabies: Dr. Garrison, Jr., reported the following 
case: 

Case Report: C. McD. 

History: Present Illness: Admitted to the Bap- 


tist Hospital, Dec. 11, ’33, with the history of onset 
two days prior, with nervousness, choking, and a 
sensation of suffocation in the neck and chest. 
Extreme restlessness at night and extreme diffi- 
culty in attempting to swallow for the past 24 
hours. The patient’s nurse had noted intermittent 
attacks of clonic convulsions, which were accom- 
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panied by respiratory difficulty and some cyanosis. 
Patient was counting and mumbling but would not 
answer questions intelligently. 

Past History: At the age of four months the 
right eye was removed by Dr. Posey for glioma and 
the left eye at seven months for the same con- 
dition. No other childhood diseases. Six months 
ago the child was scratched by a pet cat that was 
sickly, and a few weeks later the cat was killed 
because of its poor condition, but it was not sus- 
pected by the family to be rabid. Three months 
ago the child was in daily contact with a pet dog, 
which one week later ran away from home and 
was shot by a negro, who said the dog was mad. 
There was no microscopical examination of the 
brain made. The child has since been in the 
School for the Blind, and had no contact with 
animals. 


Physical Examination: Temperature 104° F, 
pulse 180, respiration 52. An acutely ill, highly 
nervous and apprehensive white girl of eight years 
of age. Both eyes had been removed. The ears, 
nose and throat were normal. There was no 
rigidity of the neck. The heart was a little en- 
larged and the sounds were weak, but there were 
no irregularities or murmurs. The lungs were clear 
and the abdomen was negative. There were no 
pathological reflexes. Roentgengram of chest 
showed the heart to be dilated and the lungs clear. 


Differential Diagnosis: (1) Rabies. (2) Bulbar 
poliomyelitis; no localized signs, stiff neck or neck 
drop. No spinal fluid findings. (3) Encephalitis. 
(4) Tetanus; has tonic rather than clonic convul- 
sions with spasms of masseter muscles. 

Progress: Large doses of sedatives were given 
with very little effect, and the patient continued 
to have clonic convulsions and spasms of the mus- 
cles of deglutition on attempting to swallow, and 
expired five hours after admission to hospital. 
Spinal puncture was not attempted while patient 
was alive, due to her extreme condition. Five 
minutes after death a puncture was performed and 
5 ce. of clear fluid, not under increased pressure, 
was removed. This spinal fluid showed negative 
globulin, negative Wassermann, a total of 4 cells, 
and no growth was obtained on culture. 

Autopsy: A complete autopsy was done and all 
the organs were normal on gross appearance ex- 
cept that the meninges of the brain were congested 
and hyperemic. A section of the hypocampus major 
was taken and negri nodies were found. 

Interesting points in this case: (1) Unusual oc- 
currence; (2) History of scratch by a cat 6 months 
prior to onset which was probably rabid, and play- 
ing with a dog three months before onset but no 
known bite by it. Usual incubation period is 3 to 
6 weeks; (3) Rapidly fatal with no paralysis 
stage; (4) The importance of giving Pasteur 
treatment. 
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Dr. Rehfeldt made a talk on his trip to the 
World’s Fair in the clinics and hospitals in’ Chi- 
cago, which was a great deal of interest to the 
staff. He also reported on a visit to the A. M. A. 
headquarters. 

Dr. Robert McLean was proposed as an associ- 
ate member to the staff. 

Drs. Armstorng and Wall and Mr. Allistan were 
the committee selected to reorganize the rotating 
service of the hospital. Dr. Wall read the report 
and presented cards to the staff be filled out and 
returned to aid them in reorganizing the services. 

L. W. Long, Secretary. 


VICKSBURG HOSPITAL STAFF MEETING 


The regular monthly meeting of the staff of the 
Vicksburg Hospital was held on November 9. The 
scientific program included the following: 

1. Obstetrical Complications with Case Reports. 
—Dr. W. N. Jenkins. 

2. Carcinoma of the Large Bowel, 
Report.—Dr. W. H. Parsons. 

3. Acute Osteomyelitis in Children, with Case 
Report.—Dr. W. P. Robert. 

4. Review of Current Literature.—Staff. 

The cases of mortality for the previous month 
were discussed. 

Routine business was discussed, luncheon was 
served and the meeting adjourned. 

W. H. Parsons. 


with Case 


Abstract.—Carcinoma of the Sigmoids, Case Re- 
port.—Dr. W. H. Parsons. 

The patient, a male, aged 51 years; registered 
at the Clinic, September 29, 1933. There was noth- 
ing of especial interest in the family history. Very 
careful inquiry was made concerning the occur- 
rence of malignancy in other members of the fam- 
ily, but so far as could be determined, there have 
been no such cases. Twice married and by first 
wife had three children, all of which are living 
and well. Two children had died in infancy. The 
patient had always enjoyed most excellent health. 
His general habits were most conservative. He 
used tobacco moderately and did not use alcohol 
at all. In 1928, an attack of acute appendicitis 
with perforation of the appendix occurred. Sur- 
gery was done, and while recovery was stormy, it 
was ultimately complete. Except on this occasion, 
the patient had never consulted a physician. Pres- 
ent Illness: Until May of 1933, has been entirely 
well. The bowels had always moved regularly 
without slightest difficulty and laxatives, until 
the time mentioned, were practically never em- 
ployed. In May, he noticed that constipation was 
occurring with increasing frequency and at that 
time began the use of tablets of veracolate. For 
a few weeks they produced satisfactory move- 
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ments, after which time the patient developed what 
he thought were hemorrhoids. It then became 
necessary to take more vigorous laxatives and 
feenamints were used with satisfactory results for 
atime. After a few weeks, they likewise failed to 
produce an evacuation and enemas were employed 
but very soon became ineffective. In August, a 
burbling, gurgling sound was heard in the abdo- 
men and a mass would at times be palpable in the 
mid portion of the left abdomen. The patient attri- 
buted all of his difficulties to hemorrhoids and on 
the date previously noted consulted us for treat- 
ment of this condition. In September (one month 
before admission) weight lost was first noticed. 
In 1928, he had weighed 149 pounds. His average 
weight for the past year had been 130 to 138. The 
gastro-intestinal history, except for the story of 
marked progressive constipation, the occurrence 
of gas in the abdomen and occasionally a mass in 
the left abdomen, was negative. The significant 
feature in the history, of course, was the definite 
change of bowel habit. There was nothing of 
especial moment in either the respiratory or 
urological history. Physical examination showed 
a poorly nourished, middle aged male, who appar- 
ently recently had lost considerable weight. The 
oral hygiene was quite poor, there being definite 
sepsis. With these exceptions, the head and neck 
showed nothing remarkable. The supraclavicular 
glands were not palpable and study of the heart 
and lungs showed no especial abnormality. The 
blood pressure was: systolic 130, diastolic 80. The 
abdomen was quite distended with gas. There was 
an operative scar in the right lower quadrant with 
good union. There were no palpable masses, but 
a sensation of increased resistance was noted 
over the lower left colon. The patient stated that 
at times a definite mass would develop here, that 
gurgling would occur and that after taking an ene- 
ma some gas would be passed and the mass would 
disappear. The liver could not be felt nor were 
the spleen or kidneys palpable and the abdominal 
study otherwise was negative. Sigmoidoscopic ex- 
amination made by my associate, Dr. Sparks, show- 
ed a few small external hemorrhoids. The instru- 
ment entered without difficulty until the region of 
the lower sigmoid was approached, whereupon 
an obstruction was met which could not be passed. 
A diagnosis of probably annular carcinoma of the 
recto-sigmoid was made and the patient was re- 
ferred for roentgen ray study. 


Roentgen ray study by Dr. W. D. Anderson: Ex- 
amination of the colon during the administration of 
barium enema. Preliminary palpation of the abdo- 
men revealed a mass deep in the lower left quad- 
rant. As the barium enters, the rectal pouch 
filled out rapidly and easily. After the rectum 
becomes filled, patient complained of a great deal 
of pain and fullness. The barium did not pass the 
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rectosigmoidal junction. Even at the end of about 
five minutes of fluoroscopic contro! and after the 
introduction of about half of the barium mixture 
it could be made to pass the rectosigmoiodal junc- 
tion by palpation. The patient still complained 
bitterly of pain. At this point it was thought advis- 
able to stop the examination. A film was taken 
although the patient evacuated some of the barium 
before it could be made. It showed the rectum 
fairly well filléd. No barium beyond the rectosig- 
modial junction. 


Opinion: Obstruction, rectosigmoidal junction, 
probably malignant. 
Advice: Repeating examination in two or three 


days and under morphine and atropine preliminary 
to relax any spasm that may be present. 

The patient, three days later, returned and roent- 
gen ray study was repeated with similar findings. 
On October 6, 1933, the patient was admitted to 
the Vicksburg Hospital a high caloric but low resi- 
due diet was begun, enemas were administered 
twice daily and mineral oil was given frequently 
by mouth. Unfortunately all medication by mouth 
was regurgitated and codeine was necessary be- 
cause of abdominal pain. Glucose was then begun 
intravenously and two days later frequent doses 
of paregoric were given. On October 3, employing 
local anesthesia, a cecostomy was made. The tube, 
at first failed to drain and it was necessary to 
irrigate the bowel wifh warm mineral oil, where- 
upon impacted feces were dislodged and exceed- 
ingly free drainage was established. There was 
relatively little post-operataive discomfort and by 
October 15, a liquid diet was being taken without 
discomfort. The patient was again prepared for 
surgery and on October 24 abdominal exploration 
was done. Spinal anesthesia was used, the abdo- 
men was opened through an incision just to the 
left of the midline. The liver was explored and 
no evidence of metastases was found. An annular 
carcinoma at the recto-sigmoid junction was noted; 
the growth was very firmly fixed to the posterior 
abdominal wall and there were many glands in 
the mesentery, these glands being thoroughly at- 
tached to the bowel and to the underlying vessels. 
The descending colon, the sigmoid and upper rec- 
tum were mobilized in the usual fasion and these 
structures were retracted to the midline. The 
ureter was identified quite early and retracted 
from the field. At first it was thought that the 
growth probably was inoperable, but after thorough 
mobilization it was found that it could be removed 
together with its adherent mesentery and glands. 
Accordingly the appropriate vessels were ligated 
at their points of origin, the sigmoid was clamped 
well above the growth, the upper rectum was 
clamped below the growth and the bowel with its 
contained cancer, adherent mesentery and glands 
removed. The raw surface was then covered and 
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both limbs of intestine allowed to project from the 
wound having first been united by the triple 
bladed Rankin clamp. The wound was closed in 
the usual fashion without drainage. 

Post-operative convalescence was quite unevent- 
ful. On October 26 the Rankin clamp was removed 
and on October 30 clamps were applied to divide 
the spur. In November 1, the clamps had cut 
through and were removed. Satisfactory bowel 
evacuations were occurring. On November 3, the 
sutures were removed and the patient discharged 
from the hospital. On November 9, satisfactory 
movements were occurring from below and on 
December 5 the cecostomy wound had completely 
closed, the left abdominal wound was practically 
closed and all bowel movements were passing by 
the natural route. 

Surgical pathology.—Section of sigmoid (weight 
112 grams)—5x1% to 1% inches in diameter. At 
1% inches from one end is thick area, 1 inch 
diameter, with wall thickened 1% inch in each direc- 
tion. Attached to surface at this area is mass 
14%x1x5% inch, irregular, dense, contains lymph 
nodes. Specimen opened longitudinally; some 
green brown mucoid feces. Growth extends around 
lumen, thickest on side of mesocolon attachment. 
Lumen 3-16 inch at narrowest part. Mass on sec- 
tion is dense, gray-white, with some yellow mot- 
tling. Adherent mass is made up of lymph nodes 
and connective tissue, largest node 1-4x3-16x3-16 
inch. Remainder dense, white, with some yellow- 
ish areas. 

Microscopic: Adeno-carcinonra (Grade IV); 
extents from lumen through wall and into meso- 


colon. Numerous mitotic figures. Mucinous some 
areas. Much hyaline fibrosis some areas. Much 
chronic, some acuce' inflammatory; some inter- 


stitial blood; some passive congestion; some gran- 
ular necrosis. Few vessels contain growth near 
surface. Lymph nodes adherent contain growth. 
Section from end of the specimen nearest 
growth shows no cancer. 
Diagnosis: Adeno-carcinoma (Grade IV). 
Extension to mesocolon and lymph nodes. 


Abstract—Acute Osteomyelitis of the Right Ulna, 
Case Report.—Dr. W. P. Robert. 


The patient, a male child, three and one-half 
years of age, was first seen on October 6, 1933. 
The chief complaint at that time was the occur- 
rence of high fever and of a sore right arm. The 
mother stated that the child had been perfectly 
well until 16 ‘hours previously, at which time fever 
reaching a height of 104 degrees developed and 
that pain of increasing severity and situated in the 
right forearm was noted. Since that time the 
youngster had slept but very little, had tossed 
about and had complained bitterly. Six days ago, 
the child had been struck and knocked down by an 
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automobile and at that time he had complained of 
some injury to the right arm. There was nothing 
noted of consequence in the respiratory, gastro- 
intestinal or genito-urinary histories. The child 
had.been born at full term and the delivery had 
been spontaneous. He has been breast fed for ten 
months, had suffered infrequent colds and ‘had had 
no attacks of tonsilitis or of otitis media. Pertussis 
occurred two months ago. The family history 
reveals nothing of any especial importance. Physi- 
cal examinations showed a well developed male 
child acutely ill. The skin was hot and dry, the 
cheeks were flushed, the pupils were dilated and 
the temperature was 102 degrees. Both ear drums 
were normal. The sclerae were clear, the pupils 
were regular, equal, dilated and reacted normally 
both to light and accommodation. The tonsils were 
small and cryptic, but not inflamed. There was no 
cervical adenopathy, no rigidity of the neck or 
pain on motion. Examination of the chest showed 
the heart rate accelerated but otherwise not re- 
markable and the abdominal examination was en- 
tirely negative, as was the urologic study. There 
was a skin lesion on the anterior surface of the 
left thigh, and beneath the scar thick yellow pus 
was seen. The right forearm was swollen on the 
ulnar surface at the lower third. The skin was 
tight and red but there was no fluctuation. As 
well as could be determined the wrist joint was 
not involved. A diagnosis of acute osteomyelitis 
of the lower third of the right ulna and impetigo 
involving the left thigh was made. 

Roentgen ray study of the forearm, as was ex- 
pected, was negative. The laboratory examination 
showed a total leukocyte count of 20,900, with 85 
per cent neutrophils, 34 of which were band forms. 
Study of the stool and of the urine showed no 
abnormality, the blood chemistry was normal, the 
Wassermann was negative and blood culture was 
negative. 

Under ether anesthesia, my associate Dr. Par- 
sons, exposed the lower extremity of the right 
ulna. Upon dividing the periosteum, necrosis of 
the bone was found and pus was exuding from the 
medullary canal. A gutter was cut, a soft Penrose 
drain was left in place and the wound was loosely 
closed. The culture from this revealed staphylococ- 
cus albus. The patient improved quite rapidly, 
but the consulting surgeon felt that the arm should 
be reopened. This was done and considerable 
necrotic bone was removed. The wound was then 
packed with irradiated petrolatum and convales- 
cence from this time was uneventful. Recovery 
was complete. 

Comment.—This case seems to illustrate very 
well the usual ‘history and findings in acute oseto- 
myelitis. There is generally a preceding history 
of injury, there is not uncommonly a coincident 
skin infection and the isolation of the staphylococ- 
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cus is quite usual. There are always, during the 
early stages, negative roentgen ray findings. This 
is a matter of importance inasmuch as it has been 
remarked upon for many years and is yet not gen- 
erally appreciated. There invariably occurs early 
bone destruction and usually lack of involvement 
of the epiphysis. 


VICKSBURG SANITARIUM STAFF MEETING 


The regular monthly meeting of the staff of the 
Vicksburg Sanitarium was held on December 11, at 
6:30 p. m., with eleven members and three guests 
present. Following the reports from the records 
department and analysis of the work of the hos- 
pital, the deaths for the month were discussed in 
detail. Dr. F. Michael Smith, director, Warren 
County Health Department, presented a report of 
the vital statistics of the county for November. 

(1) Squamous cell carcinoma of Cervix Uteri 

In connection with the cancer clinic, the follow- 

ing cases were presented for discussion: 
(Grade III); (2) Squamous cell carcinoma of 
Right Tonsil (Grade I); (3) Adeno-carcinoma of 
Right Breast (Grade IV); (4) Adeno-carcinoma of 
Left Breast (Grade IV); (5) Adeno-carcinoma of 
Left Breast (Grade IV); (6) Squamous cell car- 
cinoma of Cervix Uteri (Grade IV); (7) Squamous 
cell carcinoma of Cervix Uteri (Grade II); (8) 
Hemangio-endothelioma of Hand. 

Special Case Reports were presented. 

(1) Asphyxia Neonatoroum.—Dr. G. C. Jarratt. 

(2) Carcinoma of the Cervical Canal.—Dr. J. 
A. K. Birchett, Jr. 

(3) Carcinoma of the Cervix Uteri—Dr. G. M. 
Street. 

Drs. J. A. K. Birchett and L. J. Clark reported 
the recent meeting of the Southern Medical Associ- 
ation in Richmond, Virginia. 

Three-minute reports of the literature of the 
month were presented as follows: 

Dr. G. M. Street.—The Use of Theelin in Treat- 
ment of Gonorrheal Vaginitis in Babies. 

Dr. L. S. Lippincott.—Virus Diseases. 

Dr. J. A. K. Birchett, Jr—Pilomidal Sinus. 

Selected radiographic studies were presented: 

(1) Osteoarthritis of Cervical Spine; (2) Pulmon- 
ary Tuberculosis; (3) Chest Findings With Sar- 
coma of Ovary; (4) Mastoiditis; (5) Ureteral 
Calculus. 

This being the annual meeting, officers of the 
staff for the year of 1934 were elected as follows: 
President, Dr. G. M. Street; Vice-president, Dr. J. 
A. K. Birchett, Jr.; Secretary, Dr. L. S. Lippincott; 
Chairman of Program Committee, Dr. L. J. Clark; 
Chairman of Records Committee, Dr. G. C. Jarratt. 

The next meeting will be held Wednesday, Jan- 
uary 10. 

Abstract.—Carcinoma of the Cervical Canal.—Dr. 
J. A. K, Birchett, Jr. 
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Patient.—White, female, aged 45 years; three 
children; no miscarriages. Present complaint.— 
Prolonged menstruation. History of present com- 
plaint—Six months ago began to have menstrual 
flow that lasted seven to ten days, before that time 
only lasted three to five days. For last two 
months periods were for 14 days with passage of 
large clots of blood. Has been in bed for past 
three weeks under medical care because of the 
severe flow and the weakness and prostration fol- 
lowing the large amount of blood lost. Past his- 
tory.—General health excellent. For past several 
years has noted passage of several large clots of 
blood on second menstrual day but period usually 
only lasted four days. Had forceps delivery with 
first and second pregnancies. No serious illness. 
Has had slight digestive attacks past two years 
suggestive of mild gall bladder disease, otherwise 
history negative. Family history—Father died, 
aged 65 years, apoplexy; mother died aged 57 years, 
peritonitis; four brothers living and well; three 
sisters dead, cancer, pneumonia and Bright’s di- 
sease. Physical examination.—Well developed and 
nourished white female of middle age with evidence 
of anaemia. Dental caries, oral hygiene poor; no 
palpable glands -in neck; thyroid normal; heart 
rate 90, regular, no murmurs. Pulse soft; blood 
pressure systolic 120, diastolic 90 lungs normal. 
Abdomen.—No scars, no areas of tenderness, no 
masses; liver and spleen not palpable. Pelvic.— 
Perineal relaxation Grade II; cervix eroded; lat- 
eral tear with granulating tissue which bleeds 
easily noted and removed for biopsy. Uterus 
fibrotic; cervix very much thickened and elon- 
gated; backward displacement. No ovarian or 
tubal masses. Skin sallow, has yellowish tinge. 
Mucous membranes show evidence of anaemia. Lab- 
oratory.—Urine essentially negative. Serology.— 
Wassermann, Kline and Young, Kahn, and Eagle 
Flocculation tests negative. Blcod—Hemoglobin 
87 per cent; color index 1.05; erythrocytes 4,100,- 
000; leukocytes 10,400; small lymphocates 29 per 
cent; large lymphocytes 13 per cent; monocytes 8 
per cent; polymorph, neutrophils, mature forms 7 
per cent; band forms 11 per cent; eosinophils 2 
per cent. No malaria found. 


Procedure.—When this patient was examined 
following the above history with the findings of 
the markedly ulcerated cervix which the biopsy 
showed to be a polyp and acute and chronic endo- 
trachelitis we felt that we were dealing with a 
uterus which either harbored a polyp in its cavity 
or a submucous fibroid and with the presence of 
this ugly cervical ulcer which in itself looked 
potentially malignant a complete hysterectomy was 
advised for relief of the causative factor of this 
prolonged menstruation of fairly recent develop- 
ment. As this patient was 45 years of age we did 
not feel that we were asking her to sacrifice her 
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uterus especially when we felt that malignancy 
could very probably be the cause of the disturb- 
ance, whether located in the fundus, body or cer- 
vical canal. 


Surgery was accepted as a means of relief and 
under ether anaesthesia a total hysterectomy was 
performed. The uterus was of fibrotic type; no 
subsreous fibroids were noted; left overy was 
cystic; otherwise adenexa were normal. Large 
boggy retrocecal appendix was also removed. Gall 
bladder and stomach were negative on palpation 
and inspection. 


Post-operative period was uneventful except for 
slight rise in temperature on second day (101°F) 
and slight gastric upset following -indigestion of 
first solid nourishment. Patient was up in chair 
on 12th post-operative day. Discharged on 15th 
post-operative day. 

Transfusion was not indicated in the preopera- 
tive conditioning of this case for which reduced 
iron was administered and forced nourishment 
given. Blood was rapidly restored. 

Dr. Lippincott, our pathologist, reported car- 
cinoma Grade II of cervical canal, a condition 
which if it had been allowed to persist in a few 
weeks would have invaded the nericervical struc- 


tures and floor of bladder with a bad prognosis 
for the future. 
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It seems to me this case further accentuates the 
fact that unexplainable profuse bleeding especi- 
ally at menopause should always make us suspici- 
ous of malignancy until this suspicion has been 
dissipated by thorough careful examination, even 
if we have to remove the uterus to prove our con- 
tention. 

I feel that this patient has a favorable prognosis. 





TOURO INFIRMARY 


The regular monthly meeting of the Touro In- 
firmary Medical Staff was held Wednesday, De- 
cember 13 with Dr. I. I. Lemann presiding. 

Dr. Arthur Caire, Jr., presented a summary of 
a case of Congenital Unilateral Telangiectasis in 
Pregnancy. This presentation initiated consider- 
able instructive discussion. 

The next presentation was by Dr. C. Jeff Miller 
who discussed 1. Vesicovaginal Fistula and 2. Uret- 
ero Sigmoidostomy. 

Following the discussion on the preceding cases 
Dr. C. S. Holbrook briefly summarized a most un- 
usual case of brain tumor. He and Dr. J. C. Ro- 
dick demonstrated the roentgenograms of the case. 
The program committee, through its Chairman, Dr. 
J. D. Rives presented two deaths to the staff for 
discussion. 

Willard R. Wirth, M. D. 


TRANSACTIONS OF ORLEANS PARISH MEDICAL SOCIETY 





CALENDAR 
January 3—Clinico-Pathological Conference, Tou- 
ro Infirmary, 10:30 to 11:30 A. M. 
January 3—Physiology-Pharmacology 
Club, Richardson Memorial, 4 to 6 P. M. 


January 5—Pathological Conference, Hotel Dieu, 
11 A. M. to 12 Noon. 


January 8—ORLEANS PARISH MEDICAL SO- 
CIETY, 8 P. M. Installation of Officers, 1934. Dr. 
Theodore Diller of Pittsburgh will be the Annua! 
Orator. 

January 10—Clinico-Pathological 
Touro Infirmary, 10:30 to 11:30 A. M. 

January 10—Physiology-Pharmacology Journal 
Club, Richardson Memorial, 4 to 6 P. M. 

January 12—Pathological Conference, Hotel Dieu, 
11 A. M. to 12 Noon. 

January 12—French Hospital Staff, 8 P. M. 

January 15—Hotel Dieu Staff, 8 P. M. 

January 16—Charity Hospital Medical Staff, 8 
P. B. 

January 17— Clinico-Pathological 
Touro Infirmary, 10:30 to 11:30 A. M. 

January 17— Physiology-Pharmacology Journal 
Club, Richardson Memorial, 4 to 6 P. M. 

January 17—Charity Hospital Surgical Staff. 


Journal 


Conference, 


Conference, 


January 18—Eye, Ear, Nose and Throat Club, 8 
P. ms, 

January 19—Pathological Conference, Hotel Dieu, 
11 A. M. to 12 Noon. 

January 19—I. C. R. R. Hospital Staff, 12 Noon. 

January 22—ORLEANS PARISH MEDICAL SoO- 
CIETY, 8 P. M. 

January 23—Baptist Hospital Staff, 8 P. M. 

January 24— Clinico-Pathological 
Touro Infirmary, 10:30 to 11:30 A. M. 

January 24—Physiology-Pharmacology Journal 
Club, Richardson Memorial, 4 to 6 P. M. 

January 26—Pathological Conference, Hotel Dieu, 
11 A. M. to 12 Noon. 

January 31—  Clinico-Pathological 
Touro Infirmary, 10:30 to 11:30 A. M. 

January 31—Physiology-Pharmacology Journal 
Club, Richardson Memorial, 4 to 6 P. M. 


Conference, 


Conference, 





During the month of December the Society held 
three meetings, one a regular scientific meeting 
and two special meetings. 

On December 4, 1933, the eighth Stanford E. 
Chaille Memorial Oration was delivered by Dr. Ed- 
gar G. Ballenger of Atlanta. The subject of Dr. Bal- 
lenger’s paper was: “Affections and Lesions of the 
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Prostatic Urethra with Special Reference to Trans- 
urethral Resection. 

In addition to the scientific program at the meet- 
ing of December 11 Drs. J. H. Musser and Maurice 
Sullivan spoke in reference to the tuberculin test 
ing of school children to be carried out under the 
auspices of the Louisiana Tuberculosis and Public 
Health Association and the Orleans Parish Medi- 
cal Society. 

A resolution was considered endorsing the pro- 
posed changes in the Pure Food and Drug Laws. 

The Society was informed that a fee schedule 
submitted by the representative of the Louisiana 
State Medical Society to the Emergency Relief Ad- 
ministrator was not acceptable to him and pre- 
sented a fee schedule proposed by Mr. Early of the 
Emergency Relief Administration. The Chair an- 
nounced that the Secretary was obtaining informa- 
tion from various states on this subject, and action 
on this matter was deferred pending receipt of this 
information. 





As this meeting constituted the election meeting 
the President announced the following results of 
the election of Officers for 1934: 

Dr. Waldemar R. Metz, President. 

Dr. Val H. Fuchs, First Vice-President. 

Dr. Edmund L. Leckert, Second Vice-President. 

Dr. Philips. J. Carter, Third Vice-President. 

Dr. Frederick L, Fenno, Secretary. 

Dr. Walter P. Gardiner, Treasurer. 

Dr. Alton Ochsner, Librarian. 

Dr. Foster M. Johns, Dr. Edward L. King, Dr. 
Spencer B. McNair—Additional Members, Board of 
Directors. 

The following Delegates and Alternates to the 
Louisiana State Medical Society were elected for 
a term of two years, with the exception of Presi- 
dent who serves for the term of his office only: 


DELEGATES 
Dr. Waldemar R. Metz, Pres. 
Dr. Foster M. Johns 
Dr. Emmett Irwin 
Dr. Edward L. King 
Dr. A. E. Fossier 
Dr. M. T. Van Studdiford 
Dr. L. C. Chamberlain 
Dr. H. B. Alsobrook 
Dr. Val H. Fuchs 


ALTERNATES 
Dr. Theo. F. Kirn 
Dr. W. H. Seemann 
Dr. Leopold Mitchel! 
Dr. O. W. Bethea 
Dr. Russell E. Stone 
Dr. A. A. Keller 
Dr. L. A. Fortier 
Dr. Adolph Jacobs 
Dr. E. C. Samuel 


Orleans Parish Medical Society 


The Judiciary Committee, in compliance with 
the resolution of the Society of November 13, 1933: 


“That the Judiciary Committee be directed to 
call before it to determine the attitude and make 
recommendations in the case of any and all mem- 
bers of this Society who have sponsored the 
movement to secure loan of $9,850,000.00 to erect 
buildiings and increase the capacity of Charity 
Hospital to 3939 beds and establish pay wards 
therein, knowing that the Orleans Parish Medi- 
cal Society had by resolution disapproved this 
project.” 


reported that Drs. Geo. S. Bel, Jos. A. Danna and 
Amedee Granger were interrogated regarding their 
support of plans of the Board of Administrators of 
Charity Hospital to enlarge that institution and es- 
tablish pay beds therein, and recommended that 
after careful consideration of the expression of 
these members of the Orleans Parish Medical So- 
ciety who, through their support by public endorse- 
ment of a proposal already disapproved by this Sv- 
ciety, the Judiciary Commitee is of the opinion that 
these members have assumed an attitude antagon- 
istic to the best interest of the Society and Profes- 
sion at large. 


This Committee recognizes the right of any per- 
son to an individual opinion, and it is further be- 
lieved any member of this Society having an opin- 
ion in conflict with an expressed policy of the So- 
ciety should make such opinion known to this or- 
ganization in open meeting in an effort to convert 
the Society to his point of view, but failing there- 
in and a policy contrary to his views having been 
adopted by the Society, it is believed by this Com- 
mittee that it becomes incumbent upon such a 
member to abide by the action of the Society. It 
must be remembered that this Society is an organi- 
zation in which membership is voluntary and con- 
tinued membership therein is contingent upon 
willingness to abide by the attitude and actions of 
this Society. 


It is further believed the seriousness of the of- 
fense in such cases warrants expulsion from mem- 
berhip but in so much as this is the first offense of 
its kind, the Judiciary Committee recommends 
leniency through, approval of this report which 
shall constitute a censure of these members. 


This report was adopted by the Society. 

The Judiciary Committee, in compliance with in- 
structions of this Society, interrogated Drs. J. M. 
Batchelor, C. Grenes Cole and E. F. Salerno, mem- 
bers of the Orleans Parish Medical Society, regard- 
ing their attitude toward the proposed plan of the 
Board of Administrators of the Charity Hospitai 
to enlarge that institution and include pay beds 
therein, and learned that these physicians were in 
accord with the opinion of the Society and the Pro- 
fession in opposing this plan; and the Committee 
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recommended that these physicians be commended 
on their attitude. 





A special meeting was arranged to permit Dr. 
R. G. Leland, Director of the Bureau of Medical 
Economics of the American Medical Association to 
discuss medical economics with the members of the 
Orleans Parish Medical Society. Dr. Leland advised 
that the Society go on record as announcing its 
willingness to co-operate with E. R. A. to the ex- 
tent of caring for the individuals on the National 
Welfare Rolls. Special emphasis was placed on the 
fact that this is an emergency procedure. 

Action on the proposed fee schedule for this type 
of work was postponed to be considered as a spe- 


cial order of business at the first regular meeting 
in January. 





TREASURER’S REPORT 


ACTUAL BOOK BALANCE: 10/31/33 $ 886.56 
November receipts 386.34 

TOTAL CREDITS: $1,272.90 
November expenditures__.__... : 438.33 
ACTUAL BOOK BALANCE: 11/29/33 $ 834.57 





LIBRARIAN’S REPORT 


The diminished number of books now being re- 
ceived from the publishers, through the medium of 
the Journal, as well as our own depleted funds, 
have markedly decreased the current growth of the 
Library. Under present conditions, we are able 
only to maintain our journal subscriptions and 
bind current. volumes of periodicals, as completed. 
This limited amount of binding is absolutely neces- 
sary, since unbound current journals would soon 
be so defaced through the hard use received as to 
necessitate replacement,—and replacement cost ma- 
terially exceeds that of binding. No book purchases 
are possible. 


Only 36 volumes have been added to the Library 
during November. Of these, 15 came from the New 
Orleans Medical and Surgical Journal (received 
from the publishers during two months), 5 by gift 
and 16 by binding. New titles of recent date are 
listed below. 


Material has been collected, at the request of 


physicians, on the following subjects: 
Caisson disease. 
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Quantitative analysis of bile. 

Information relative to B. Schick of the Schick 
test. 

Jamaica ginger paralysis. 

Treatment of tapeworm infestation. 

Pituitary treatment of alopecia. 

Primary pemphigus of mouth. 

Relation of economic depression to the nutrition 
and growth of children. 

Relation of World War to the nutrition and 
growth of children. 

Construction of isolation hospitals. 

History of artificial teeth. 

Barium enema in diagnosis of pelvic disease. 

Hypophysis. 

Hyperglycemia. 

Sugar metabolism in allergy. 

Perityphilitis. 

Splenomegaly. 

Houssay. 

Autopsy of Napoleon. 

Medical book plates. 

Contraceptive jellies. 





NEW BOOKS 


Curtis, A. H.—Obstetrics and Gynecology. 1933. 

Rockefeller Foundation—Annual Report. 1932. 

Milbank Memorial Fund—Review. 1932. 

Leven, Maurice—Practice of Dentistry and In- 
come of Dentists. 1932. 

Durupt, A.—L’interferometrie en clinique. 1932. 

Reed, L. S.—Ability to Pay for Medical Care 
1933. 

Falk, I. S.—Incidence of Illness. 1933. 

Falk, I. S.—Costs of Medical Care. 1933. 

Clendenning, Logan—Behind the Doctor. 1933. 

Cowdry, E. V.—Arteriosclerosis, 1933. 

Guillan, Georges—Les sequelles de encephalite 
epidemique. 1932. 

Knopf, S. A.—Report of U. S. Government on Tu- 
berculosis. 1932. 

Weil, Arthur—Textbook of Enuropathology. 1932. 

Horsley, J. S—Surgery of Stomach and Duode- 
num. 1933. 


Hertzler, A. E.—Technic of Local Anesthesia. 
1933. 
Pusey, W. A.—History and Epidemiology of 


Syphilis. 1933. 
McCollum, E. V.—Food, Nutrition and Health. 
1933. 


FREDERICK, L. FENNO, M. D., 
Secretary. 
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LOUISIANA STATE MEDICAL SOCIETY NEWS 





SYNOPSIS OF THE STATUS OF THE ACTIVI- 
TIES OF THE EXECUTIVE OFFICERS OF 
THE LOUISIANA STATE MEDICAL IN REGARD 
TO MEDICAL SERVICES UNDER THE 
EMERGENCY RELIEF ADMIN- 
ISTRATION 


The following letter was sent to Governor O. K. 
Allen under date of July 17, 1933, by Dr. C. A. 
Weiss, President of the Louisiana State Medical So- 
ciety. 


Hon. Oscar’ K. Allen, Governor, 
State of Louisiana, 

Baton Rouge, La. 

Dear Governor Allen: 


Quoting from a recent editorial in the Journal 
of the American Medical Association under the 
date of July 1, 1933. 

Now that federal funds have been made avail- 
able, physicians and hospital administrators, 
wherever state and local funds are inadequate to 
provide relief should lead the way in asking the 
governors of their respective states, if they have 
not already sought Federal Aid under the Federal 
Emergency Relief Act of 1933, to seek such aid at 
once. If the State has already obtained a grant 
under that act, the use of it to afford relief for ill- 
ness and injury may be demanded. The first ef- 
fective move in any case must be made by the gov- 
ernor of the state, who alone is authorized by the 
act to make application for a federal grant. 

Acting upon this information I beg to submit 
the following questions relative to the use of the 
above fund. 


(1) Have you as Governor of the State of 
Louisiana applied for the funds provided by the 
Federal Emergency Relief Act, and if so, is this 
fund available at the present time for the care of 
the indigent sick and injured of our state? 


(2) Have any of the hospitals of Louisiana re- 
quested the use of this fund? 

My inquirying is prompted by the fact that the 
medical profession as well as the hospitals of our 
state have and are continuing to care for an ever in- 
creasing number of patients without any means of 
support, unfortunate victims of the existing eco- 
nomic depression. This unfortunate condition of 
affairs has worked many hardships upon the med- 
ical profession and added greatly to the expense 
of our hospitals. 


The members of the medical profession, as well 
as the hospitals, are always willing and ready tu 
extend aid and comfort to suffering humanity. 
However, if our Federal Government is providing 
for the compensation of physicians and hospitals 


in caring for the unfortunates requiring our sery- 
ices, and a fund is available for this specific pur- 
pose, I can see no reason why we should not make 
use of same. 


If these funds are available, or should they be- 
come available, can you inform me what steps are 
necessary to obtain the use of them? Appreciating 
your co-operation in this matter, and thanking you 
for the desired information, I am, 


Respectfully yours, 
C. A. Weiss, M. D., President. 


On September 16 conference was arranged with 
Mr. R. B. Pixley, who was then the Executive Di- 
rector of the Emergency Relief Administration, in 
Baton Rouge. As a result of this conference it was 
decided to hold a special meeting of the Executive 
Committee at the meeting of the Eighth District 
Medical Society in Alexandria on October 4, 1933. 

As a result of this meeting of the Executive Com- 
mittee plans were developed for initiating this 
work. A questionnaire was first sent out to every 
Parish Medical Society to find out the average 
charges for medical services in their locality. When 
this was obtained a general average was made. 

At a .special called meeting of the Executive 
Committee on October 28, 1933, to consider this im- 
portant work, Mr. Harry J. Early, the new Execu- 
tive Director, was present by request. A full dis- 
cussion was had, and Mr. Early explained to the 
Committee the functions of the Emergency Relief 
Administration in reference to medical services. 
Subsequent to his appearance the Executive Com- 
mittee, after considerable discussion, submitted the 
following fee schedule: 


FEE SCHEDULE OF THE LOUISIANA STATE 
MEDICAL SOCIETY FOR MEDICAL SERVICE TO BE 
RENDERED UNDER THE EMERGENCY RELIEF 
ADMINISTRATION -OF THE STATE OF 
LOUISIANA 


1. Office Calls. 
$1.00. 


Out Calls (within incorporate limits or 2 
miles of doctor’s office when 
porated towns.) 
$2.00—day. $3.00—night. 

3. Out Calls (outside incorporate limits or more 

than 2 miles from doctor’s office in unin- 

corporated towns.) 

$2.00—day, and $3.00—night, plus $.50 per 

mile one way, computed on distance over 

2 miles from doctor’s office or incorporated 

limits. 


bo 


in unincor- 


4. Maternity cases, including prenatal and post- 
natal care. 
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$20.00. Abnormal or instrumental cases ad- 
ditional charges upon proper authorization. 

5. Surgical Fee. 

Major operation—$50.00. 
Minor operation—$5.00. 

Authorized doctors who furnish their own drugs 
for a specific case should receive nominal charges 
as provided in Rules and Regulations No. 7 (h) 
and (i), page 5. 

Respectfully submitted, 
C. A. Weiss, M. D., 
President. 
P. T. Talbot, M. D., 
Secretary-Treasurer. 


The following 
schedule: 


letter accompanied the above 


October 26, 1933. 
Mr. Harry J. Early, Executive Director, 
Emergency Relief Arministration of the State of 
Louisiana, 
1409 Canal Bank Bldg., 
New Orleans, Louisiana. 
Dear Mr. Early: 


We are enclosing herewith recommendations of 
the Executive Committee of the Louisiana State 
Medical Society for your consideration, represent- 
ing their opinion as an equitable and fair estimate 
of medical fees and etc., to be applied to medical 
relief under the Emergency Relief Administration. 


This decision has been rendered after a survey 
of the various Parishes and the results of numer- 
ous conferences of the Executive Committee, who 
have tried to establish in their opinion an equitable 
remuneration for the doctors, with due consider- 
ation for such emergency medical services and 
with a full knowledge of the importance of their 
obligations to the patient and public under present 
conditions. 

Organized medicine in the State of Louisiana is 
very proud of their traditions, having at all times 
responded most nobly in the past to various emerg- 
ency calls for their services in times of stress 
either national or local. When medical services 
were needed you have always found our profes- 
sion most desirous and cooperative in any issue 
necessitating their services. 


We would wish you to know that in this grave 
time of stress and reconstruction you may depend 
on one hundred per cent cooperataion of our pro- 
fession in helping to carry to a successful issue 
the great plans that have been mapped out by our 
illustrious President Roosevelt. Although the re- 
sults of the depression have been acutely felt. by 
the medical profession as well as other businesses, 
we are imbued with the principle that with a fuil 
cooperative spirit of the various professions, busi- 
nesses, and etc., we will be able to satisfactorily 
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meet the issue and ultimately return to a period of 
contentment and satisfaction. . 

We, furthermore, wish for you to know that these 
sacrifices are being made with the feeling that 
only by such spirit and cooperation will our coun- 
try be restored to a normal degree of prosperity. 

Therefore, this reduced fee basis of medical serv- 
ice under the Emergency Relief Administration 
should be considered only as a charitable contri- 
bution by members of the Louisiana State Medical 
Society to take care of the indigents in the present 
special emergency. 

In the elucidation of this work there may appear 
from time to time certain differences or contflic- 
tions in the administration of this medical work, 
and we would be pleased to be advised when you 
would feel that our further opinion and help would 
be of value in the carrying on of this important 
phase of your administration. 

Yours very respectfully, 
C. A. Weiss, M. D., 
President 
P. T. Talbot, M. D., 
Secretary-Treasurer. 


On November 9, 1933, we received from Mr. 
Early a counter proposal as follows: 
FEE SCHEDULE FOR MEDICAL SERVICE TO BE 


RENDERED UNDER THE EMERGENCY RELIEF AD- 
MINISTRATION OF THE STATE OF LOUISIANA 
1. Office Calls. 

$.75. 


2. Out Calls within incorporate limits of two 
miles of doctor’s office when in unincor- 
porated towns. 
$1.25. 


3. Out Calls (Outside corporate limits or more 
than two miles from doctor’s office, or in 
incorporated limits.) 
$1.25 with five cents mileage for distance 
over first four miles. 

4. Maternity cases including prenatal and post- 
natal care. 
$15.00. 


5. Surgical fee—Major oper- 
ation Minor operation 
$5.00—Minor oper- 
ation including 
dressings and 


necessary visits. 


$25.—major operation, 
including dressings 
and necessary visits. 


6. Prescriptions. 
All prescriptions must be restricted to the 
National Formulary or the U. S. Pharma- 
copeia. Exceptions must be covered by 
special E. R. A. authorizations. 


of 


Nursing Care. 
To be furnished only on authorization and 
on doctor’s order. 
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8. Hospitalization. 


Not authorized by Federal Emergency Re- 
lief Administration. 


A copy of his letter follows: 


November 9, 1933. 
Dear Doctor Talbot: 


We deeply appreciate the consideration that the 
Medical Society has given the whole problem of 
medical care for the State. We have compared 
the proposed schedule with those of South Caro- 
line, North Carolina and Alabama. Kentucky and 
Mississippi are lower than those states. 


The attached schedule, which we are willing to 
institute immediately, is higher than the last two 
named states. It compares favorably in every re- 
spect with the first three named. By and large, 
it is as fair as any schedule that we might agree 
upon. 

As quickly as the Society can give it further 
consideration, we will broadcast the authority so 
that its provisions may become operative to the 
mutual advantage of the profession and those we 
seek to serve—the needy unemployed of the State 
of Louisiana. 

Respectfully, 
H. J. Early, 
Executive Director. 
Dr. P. T. Talbot, Secretary-Treasurer, 
Maison Blanche Building, 
New Orleans, Louisiana, 


After some consideration Dr. Weiss, our Presi- 
dent, replied to this communication as follows: 


November 12, 1933. 
Mr. H. J. Early, Executive Director, 
Emergency Relief Administration, 
1409 Canal Bank Builiding, 
New Orleans, Louisiana. 
Dear Mr. Early: 


In reply to your letter of November 9th, sub- 
mitting revised prices for medical services to 
the E. R. A. indigent sick: 

I regret very much that you found it necessary 
to submit a revised list of reduced prices accept- 
able to the E. R. A. state administration. The 
schedule submitted to you by the officials of the 
Louisiana State Medical Society, is what we con- 
sider a fair and reasonable adjustment of the regu- 
lar medical fees charged by the physicians through- 
out Louisiana. 

This schedule, as you well know was made at 
considerable sacrifice to the individual members 
who will be employed to do this work. The fees 
submitted to you were not arrived at in a hap- 
hazard way, but only after considerable time and 
effort were consumed in collecting the necessary 
data. The prices charged for medical services 
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throughout the entire state were gathered, both 
urban and rural, and carefully tabulated so as to 
arrive at a fair estimate. 


The Councilors and Officers of the Louisiana 
State Medical Society, at considerable expense and 
inconvenience to themselves gathered both in New 
Orleans and Alexandria to carefully revise these 
tabulations and arrive at a fee basis commensur- 
ate with honest, proficient and ethical medical 
services to be rendered under the auspices of the 
Louisiana State Medical Society to the indigent 
sick under your administration. 

It is the concensus of opinion that you recon- 
sider the fee schedule submitted to you by the 
Executive body of the Louisiana State Medical 
Society, with a view to granting the prices sub- 
mitted, or at least a more generous one than the 
one you have submitted to us. We are certain that 
you, and the officials in Washington whom you 
represent are most desirous that the unfortunates 
under your care receive the most proficient medi- 
cal and surgical attention. The Louisiana State 
Medical Society proud of its traditions, can only 
be held responsible for the efficiency of the medi- 
cal services rendered by its members, if the just 
and reasonable prices officially submitted by the 
Executive body of its membership be given fair 
consideration. 

Your attention is respectfully called to some of 
the prices submitted by you. 

1. We had reduced the price of office visits 50 
per cent and you further reduced them 25 
per cent. 

2. We had reduced the price of house visits 
33% per cent and you further reduced 
them 40 per cent, and made no allowance 
for night calls. 

3. Our price was $.50 per mile outside of incor- 
porate 2 mile limit, while you allow only 
$.05 per mile outside of 4 mile limit. A 
fee per mile even lower than that sub- 
mitted by Mississippi, and the most econo- 
mical operataion of an automobile makes 
this price impossible. 

Our desire to do our part has been amply demon- 
strated by our past services rendered these unfor- 
tunates absolutely gratis. Now that the oppor- 
tunity has arrived to acknowledge some recog- 
nition for past services rendered, I pray you to 
grant the medical profession of Louisiana a fee 
for services, that will at least allow us to maintain 
our self respect, and the dignity of our profession. 

Respectfully yours, 
C. A. Weiss, M. D., President 
‘ Louisiana State Medical Society. 


Since this time we have had several conferences 
with Mr. Early, but have been unable to secure a 
satisfactory fee schedule. In a conference with 
him on November 24, an agreement was reached 
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for night calls for $1.75, and fiva cents a mile 
allotted is to be computed for distance beyond two 
miles from doctor’s office each way. 

Our President had a further conference with Mr. 
Early on December 2, when refusal was again 
made to change the schedule as offered and the 
matter seemed apparently closed as far as the 
Emergency Relief Administration in this State 
was concerned. Mr. Early was desirous of enter- 
ing into this agreement temporarily, but without 
any assurance of future improvement. 


Through the cooperation of the Councilors of 
the various Districts, the question of accepting or 
rejecting this counter proposal has been discussed 
by a great many of our Parish and District 
Societies throughout the State. Rejections of this 
fee schedule have been received by Caddo, Calca- 
sieu, East Baton Rouge, East and West Feliciana, 
Orleans, and Ouachita Parish Medical Societies. 

These rejections were accompanied by appropri- 
ate resolutions. 

The following letter was received from the Or- 
leans Parish Medical Society. 

December 21, 1933. 
Dr. P. T. Talbot, Secretary-Treasurer, 
Louisiana State Medical Society, 
1430 Tulane Avenue, 
New Orleans, Louisiana. 
Dear Doctor Talbot: 


The Board of Directors of the Orleans Parish 
Medical Society at a meeting held December 19, 
1933, passed a resolution favoring the cooperation 
of the Louisiana State Medical Society with the 
Emergency Relief Administration in the care of 
the cases of illness developing among the indigent 
registered with the N. R. A. 

The Orleans Parish Medical Society is willing to 
do its full share in this humanitarian work, and 
understands that its members engaged in this work 
are to be compensated only to the extent of meet- 
ing the actual cost of rendering such services. The 
Orleans Parish Medical Society is ready to under- 
take this cooperation as soon as a proper fee sched- 
ule is arranged between the Louisiana State Medi- 
cal Society and the E. R. A. It is understood that 
this is to be for the period of the temporary emerg- 
ency only. 

The Orleans Parish Medical Society is of the 
opinion that the care of the indigent sick under 
such an arrangement shall be the function of the 
Parish and District Societies which shall arrange 
lists of those physicians desiring to engage in this 
work. This would insure an equitable division of 
the work among the members of the profession in 
the various localities. 

Very truly yours, 
Edward L. King, M. D., 
President. 
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Further conferences with Mr. Karly not being 
productive of any results, the status of our activi- 
ties was referred to the members of the Executive 
Committee. Their opinion was divided as to the 
final disposition of this reduced schedule. It is 
hoped that a concession yet may be made by the 
Emergency Relief Administration for the proper 
adjustment of these differences. However, judg- 
ing from our past experiences the possibility seems 
rather remote. 

These facts are being disseminated in order that 
the medical profession of the State may be prop- 
erly apprised of the efforts and activities of the 
Executive Officers to obtain an equitable and fair 
working agreement with the Emergency Relief 
Administration. 


PARISH SOCIETY OFFICERS 1934 


Officers for 1934 have been elected by the fol- 
lowing Parish Medical Societies: 

Ascension Parish—President: Dr. 
field, Darrow; Vice-President: 


D. C. Brum- 
Dr. T. H. Hanson, 


Donaldsonville; Secretary-Treasurer: Dr. Myer 
Epstein, Gonzales; Delegate: Dr. D. T. Martin, 
Donaldsonville; Alternate: Dr. H. A. Folse, Don- 
aldsonville. 


DeSoto Parish—President: Dr. R. A. Tharp, 
Mansfield; Vice-President: Dr. V. L. Sandifer, 
Logansport; Secretary-Treasurer: Dr. W. G. Jones, 
Mansfield; Delegate: Dr. R. A. Tharp, Mansfield. 

Iberia Parish—President: Dr. Guy A. Shaw, 
New Iberia; Secretary-Treasurer: Dr. Henry Allen 
King, New Iberia. 

Pointe Coupee Parish—President: Dr. J. F. Caza- 
youx, Ne wRoads; Vice-President: Dr. J. W. 
Plauche, Morganza; Secretary-Treasurer: Dr. J. 
M. Mosely, Lakeland; Delegate: Dr. R. McG. Car- 


ruth, New Roads; Alternate: Dr. M. O. Becnel, 
New Roads. 

Rapides Parish—President: Dr. H. Aubrey 
White, Alexandria; First Vice-President: Dr. J. 


W. Phillips, Boyce; Second Vice-President: Dr. R. 
P. Evans, Alexandria; Secretary-Treasurer: Dr. D. 
B. Barber, Alexandria; Delegates: Dr. King Rand, 
Dr. D. C. McBride, Dr. F. V. Gremillion; Alter- 
nates: Dr. Jack Cappel, Dr. M. H. Foster, Dr. I. N. 
Adams. 

Red River Parish—President: Dr. W. T. Wilkin- 
son, Coushatta; Vice-President: Dr. L. S. Huck- 
aby, Harmon; Secretary-Treasurer: Dr. W. W. 
Gahagan, Coushatta. 


Terrebonne Parish—President: Dr. R. W. Col- 
lins, Houma; Vice-President: Dr. J. B. Duval, 
Houma; Secretary-Treasurer: Dr. S. F. Landry, 


Houma; Delegate: Dr. T. I. St. Martin, Houma. 
Fourth District—President: Dr. J. G. Yearwood, 
Gayle; Vice-President: Dr. Wilkins McDade, Min- 
den; Secretary-Treasurer: Dr. Paul D. Abramson, 
Shreveport; Delegate: Dr. L. T. Baker, Dixie. 
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FIFTH DISTRICT MEDICAL SOCIETY 


A meeting of the Fifth District Medical Society 
was held in Monroe, Friday, December 1, at 3:00 
p. m., in the Frances Hotel. The meeting was 
quite successful and there was a wonderful pro- 
gram. Dr. Victor Carey of Dallas, Texas, read a 
very interesting paper on “Cultural, Spiritual, and 
Material Medicine.” Dr. Fred Rankin of Lexing- 
ton, Kentucky, gave a very interesting paper on 
“Diagnosis and Surgical Treatment of Cancer of 
the Colon and Rectum.” Dr. M. W. Hunter of 
Monroe also read a very fine paper. Officers for 
1934 were elected as follows: Dr. C. C. Thomp- 
son, Delhi, President; Dr. J. S. McBride, Ansley, 
Vice-President; and Dr. John G. Snelling, Monroe, 
re-elected Secretary-Treasurer. 


EAST AND WEST FELICIANA BI-PARISH 
MEDICAL SOCIETY 


The Bi-Parish Medical Society held their Novem- 
ber meeting in the Dining Room of the East Louis- 
iana State Hospital, Jackson. After the usual ex- 
cellent dinner as the guests of Drs. Glenn J. Smith 
and Staff, the Society repaired to the Staff Room 
for the scientific program. Two papers were read 
and freely discussed by members present. Dr. C. 
S. Toler of Clinton read a paper on “Pulmonary 
Tuberculosis,” and Dr. E. N. Robards of Jackson 
on “Spontaneous Pneumothorax”. 


At the December meeting the Bi-Parish Medical 
Society met in the Dining Room of the Rist Hotel, 
Clinton. After a bounteous repast prepared and 
served by Mr. and Mrs. August Rist, the Society 
was called to order by the President. Election of 
officers for 1934 resulted as follows: Dr. C. C. 
Blakeney, President; Dr. J. B. Stanley, Vice-Presi- 
dent; Dr. E. M. Toler, Secretary-Treasurer; Dr. E. 
N. Robards, Delegate to Louisiana State Medical 
Society; and Dr. C. S. Toler, Alternate. The 
scientific program consisted of two excellent papers 
by Dr. J. M. Bamber of New Orleans and Dr. C. A. 
Weiss, Baton Rouge, President of the Louisiana 
State Medical Society. The subjects respectively 
were “Arteriosclerotic and Hypertensive Heart 
Diseases” and “Commoner Diseases of the Eye and 
their Relation to General Systemic Diseases”. Both 
papers were favorably discussed by members pres- 
ent. A vote of thanks was extended to Drs. Bam- 
ber and Weiss for the presentation of their papers. 
Dr. Bamber was elected an honorary member of 
our Society. Members and guests present were: 
Drs. J. M. Bamber, Robins, C. A. Weiss, Sr., C. A. 
Weiss, Jr., S. L. Shaw, L. D. Farragut, J. W. Lea, 
E. M. Robards, C. S. Miller, Odom, Stafford, E. M. 
and C. S. Toler, Miss Tate, Mrs. Robards, Mrs. 
Miller, and Mr. Bamber. 

E. N. Robards, President. 
E. M. Toler, Secretary. 
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CLAIBORNE PARISH MEDICAL SOCIETY 


The annual meeting of the Claiborne Parish Medi- 
cal Society was held at the offices of the Claiborne 
Parish Health Unit in Homer, La., December 12, 
1933. At this time the new officers for 1934 were 
elected: Dr. E. A. Campbell, Homer, President; 
Dr. L. T. Waller, Haynesville, Vice-President; Dr. 
H. R. Marlatt, Homer, Secretary-Treasurer; Dr. H. 
R. Marlatt, Homer, Delegate; and Dr. P. Gibson, 
Homer, Alternate. 


DR. RUDOLPH MATAS HONORED IN MEDAL 
GIVEN BY THE VIOLET HART FOUNDATION 


A fund has been provided by Mr. Mike S. Hart ir 
compliance with the expressed desire of his sister, 
the late Miss Violet Hart, a former devoted pa- 
tient and admirer of Dr. Matas. According to the 
deed of gift establishing the Violet Hart Fund it 
is to be administered by Tulane University, the 
award to be made as occasion arises by a Commit- 
teen of Surgeons selected by the Hart family, with 
the addition of the head of the Department of 
Surgery of Tulane University of Louisiana Medi- 
cal School. Members of the Committee will serve 
for their life time and when a vacancy occurs on 
the Committee a successor will be named by the 
Committee to the Board. At present the Committee 
is composed of Dr. Emile Bioch, Chairman, Dr. 
Lucien Landry, Dr. Isidore Cohn, and Dr. Alton 
Ochsner. 


The first award of the Matas Medal will be given 
to Dr. Mont R. Reid, Professor of Surgery of the 
University of Cincinnati on the evening of Janu- 
ary 23, 1934. Dr. Reid, the recipient of the first. 
award to be made, is at, present Professor of Sur- 
gery at the University of Cincinnati. For years 
he served as Assistant to the late Dr. W. S. Hal- 
stead, Professor of Surgery, Johns Hopkins Uni- 
versity. During this association with Professor 
Halstead, Dr. Reid became an ardent admirer of 
Professor Matas and through the years his admira- 
tion and appreciation for Dr. Matas and Professor 
Halstead caused him to direct. his efforts to the 
subject of vascular surgery. Dr. Reid is recog- 
nized today as one of the most outstanding active 
surgeons in the field of vascular surgery. 


As with the present award, future awards wiil 
be given to the “North American Surgeon who has 
contributed outstanding work in vascular surgery.” 
This is a beautiful recognition of the magnificent 
work that has been done by Dr. Matas in vascular 
surgery in the past. His contributions in this 
field constitute an epoch of the advancement of sur- 
gical knowledge. 


It is a real pleasure to see Dr. Matas honored in 
this way. Those of us in Louisiana and the South 
recognize Rudolph Matas as a master surgeon. 
The honors that have been conferred on him are 
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known to many of us. He has had honorary de- 
grees conferred by Washington University of St. 
Louis, by the University of Pennsylvania, by Tu- 
lane University, and Princeton University. He has 
received decorations from many foreign countries, 
and in 1926 he was awarded the Bigelow Medal by 
the Boston Surgical Society, an honor that he 
shares with W. J. Mayo, W. W. Keen, J. M. T. 
Finney, and Chevalier Jackson. 

At the meeting January 23 Dr. Matas personally 
will present the medal to Dr. Reid. It is earnestly 
hoped that for many more years this great Louis- 
iana surgeon will be able to present the medal to 
those men who are selected for their excellence in 
vascular surgery. 


HEALTH OF NEW ORLEANS 


The Department of Commerce, Bureau of Census, 
has issued the following weekly reports concern- 
ing the health of New Orleans. For the week end- 
ing November 11, there was reported in the City 
of New Orleans 140 deaths, divided 79 white, 61 
colored, with a death’ rate for the three groups of 
15.2, 12.0, and 22.8 respectively. The infant mot- 
tality rate was only 56 for this week, but in the 
week ending November 18 it had risen to 84. There 
was a corresponding increase in the total number 
of deaths, 174 being listed, with a death rate of 
18.8, divided white 92, rate 14.0, and colored 82, 
rate 30.7. For the week ending November 25, the 
total deaths numbered 152, apportioned 93 white, 
59 colored. The death rate for the three groups 
was 16.5; 14.2; and 22.1 The infant mortality rate 
was practically unchanged. For the following week, 
which ended December 2, there was exactly the 
same number of deaths as in the previous week, 
the only difference in the report for this week 
being that the white deaths number 96, with a 
death rate of 14.6, and the colored deaths numbered 
56, with a rate of 20.9. The infant mortality rate 
was 101, divided about equally between the two 
races. There was a slight increase in the number 
of deaths for the week ending December 9, 160 
being listed, with a death rate of 17.3. Ninety- 
five of these deaths occurred in the white portion 
of the population, and 65 in the colored, with a 
death rate for the two groups of 14.5 and 24.3 re- 
spectively. The infant mortality rate was 90. The 
death rate for 1933 for the first forty-nine weeks 
is more satisfactory than for the previous year. So 
far for this year the rate is 15.6, as contrasted with 
the 1932 rate of 16.2. 


INFECTIOUS DISEASES OF LOUISIANA 


Dr. J. A. O’Hara, Epidemiologist for the State 
of Louisiana, has furnished us with the weekly 
morbidity reports for the State of Louisiana, 
which contain the following summarized informa- 
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tion: During the week ending November 18, there 


was still being reported a large number of cases 
of malaria, 246 in all, an increase of 29 over the 
previous week. Diphtheria had also taken quite a 


jump, there being 61 cases reported as contrasted 
with 27 the previous week. Other diseases that 
were reported in numbers greater than 10 were: 
Fifty cases of cancer, 40 of pneumonia, 39 of 
syphilis, 37 of tuberculosis, 27 of scarlet fever, 19 
each of typhoid fever and gonorrhea, 11 of influ- 
enza, and 10 of whooping cough. The typhoid 
fever cases came from different parishes through- 
out the State, no one parish reporting more than 
2 cases. Rapides Parish reported 8 cases of diph- 
theria, and Orleans and Caddo Parishes each 11. 
The other cases were scattered throughout the va- 
rious parishes in the State. For the week ending 
November 25, malaria showed a very sharp drop, 
falling to 65 cases. The instance of diphtheria 
also dropped slightly, having 49 instances listed. 
The other diseaSes that occurred in double figures 
were: Thirty-three cases of pneumonia, 31 of tu- 
berculosis, 27 of scarlet fever, 25 of syphilis, 24 of 
gonorrhea, 18 of typhoid fever; 5 cases of the last 
disease were reported from St. Landry Parish. One 
case of cerebrospinal meningitis was reported from 
Orleans Parish, and one case of typhus fever. For 
the forty-eighth week of the year ending Decem- 
ber 2, malaria was still decreasing, and the same 
may be said of diphtheria, there being 40 cases 
of the former disease and 36 of the latter. Pneu- 
monia still continued above the five year average, 
there being 35 cases in Louisiana. Other diseases 
reported in figures over 10 include: Twenty-nine 
cases of scarlet fever, 15 of cancer, 13 of pulmonary 
tuberculosis, and 11 of syphilis. There were 4 
cases of smallpox reported in Lafayette Parish, 1] 
case of anthrax in Plaquemines, and 1 of undulant 
fever in Orleans Parish. The next week, which 
ended December 9, found a slight increase in the 
cases of malaria, 68 appearing on the list. Diph- 
theria was down to the five year average, there 
being 24 cases only reported. The other diseases 
in large numbers were: Fifty-eight cases of 
syphilis, 52 of pneumonia, 47 of gonorrhea, 30 of 
scarlet fever, 22 of influenza, 24 of typhoid fever, 
16 of chickenpox, 15 of cancer, and 14 of pulmonary 
tuberculosis. An additional case of smallpox was 
reported from Lafayette Parish, 1 of undulant 
fever from Terrebone, and 1 of poliomyelitis from 
Franklin. No parish reported more than 3 cases 
of typhoid fever. For the week ending December 
16, malaria was exactly one-half as frequent as in 
the previous week. The other diseases reported in 
double figures include: Thirty cases each of diph- 
theria and smallpox; 23 of pulmonary tuberculosis, 
22 each of whooping cough and syphilis, 20 of 
pneumonia, 15 of typhoid fever, and 11 each of in- 
fluenza, chickenpox, and cancer. Evidently Cata- 
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houla Parish has before it problems of an epidemic 
of smallpox, as 28 cases were reported this week 
from this parish. One case of infantile paralysis 
was reported in Avoyelles, and one of typhus fever 
in Calcasieu. 


NEWS ITEMS 


Prof. T. B. Sellers of the faculty of the Graduate 
School of Medicine of The Tulane University of 
Louisiana addressed a meeting of the Issaquena- 
Sharkey-Warren Counties Medical Society held at 
Vicksburg, Miss., December 12, and a meeting of 
the Northeast Mississipppi Thirteen County Medi- 
cal Society at Tupelo, Miss., on December 19, 
the subject of both lectures being “Office Treat. 
ment of Certain Neglected Gynecological Condi- 
tions”. 





Prof. Roy E. de la Houssaye of the Faculty of 
the Graduate School of Medicine of The Tulane 
University of Louisiana delivered an address on 
“A General Discussion of the Thymus” at a meet- 
ing of the Seventh District Medical Society held 
at Crowley, La., December 15, 1933. 





Dr. Isidore Cohn, Professor of Surgery and Head 
of the Department of Surgery in the Graduate 
School of Medicine of The Tulane University of 
Louisiana attended the meeting of the Southern 
Surgical Association held at Hot Springs, Ark., the 
week beginning December 11, 1933. 





Application blanks are now available for space 
in the Scientific Exhibit at the Cleveland Session 
of the American Medical Association, June 11-15. 
1934. The Committee on Scientific Exhibit re- 
quires that all applicants fill out the regular ap- 
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plication form and requests that this be done as 
early as convenient. 

The final date for filing applications is February 
26, 1934. Any persons desiring to receive an appli- 
cation blank, should address a request to the Di- 
rector, Scientific Exhibit, American Medical Asso- 
ciation, 535 North Dearborn Street, Chicago, IIli- 
nois. 


DR. MATAS GIVEN THE ORDER OF ISABEL 
LA CATOLICA 


In the presence of the New Orleans consular 
corps, representatives of the Chamber of Com- 
merce, representatives of the Orleans Parish Med- 
ical Society, and many business and social leaders 
of New Orleans, with Mayor Walmsley presiding, 
Dr. Rudolph Matas was presented by Luis Careaga, 
Spanish consul, with the order of Isabel la Catolica. 
This is the sole Spanish decoration retained by the 
Spanish Republic from the late monarchy. 


WOMEN IN MEDICINE 


A book collection. of special interest is one which 
is being gathered by Dr. Elizabeth Bass of New 
Orleans, on and about women and the work of 
women, in the field of medicine. Dr. Bass has 
already secured a number of portraits, books and 
pamphlets from the United States and Great Bri- 
tian, and will be grateful for information concern- 
ing additional material suitable for her collection, 
which she plans to give, when completed, to the 
Tulane University School of Medicine. She is 
particularly desirous to secure all information, both 
in manuscript and print, having to do with medical 
women in the South. A special book-plate is being 
planned. Such an interest may suggest to others 
the idea of “special” collections on different sub- 
jects. 
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HAPPY NEW YEAR 
FROM OUR PRESIDENT 
To the Members of the Mississippi State Medical 

Association: 

The New Year 1934 has begun and I trust this 
new year will bring to each one of you the largest 
possible measure of success and happiness. 

At this season when new resolutions are the or- 
der of the day, I trust that each one of us will 
resolve to take an active interest in our local medi- 
cal societies, that each member will resolve to he 
present at all meetings of his local society and en- 
deavor by all means possible to make his medical 
society a strong militant organization. 

Many problems that will call for careful study 
in order that a satisfactory solution may be reached 


lie before us. These problems affect the material 
welfare of every physician in our land. 

The trend of public sentiment today is largely 
toward socialization of medicine; we may not be 
able to prevent some form of socialization but we 
must endeavor to so mould public opinion to the end 
that the final result may not be entirely unsatis- 
factory to our profession. We can no longer ignore 
the signs and tendencies of our time. Economic 
conditions in our body politic are in process of 
change. The economic laws that have governed 
in the past have broken down and to meet these 
changes a new order is being evolved. Every busi- 
ness and profession will be affected by the new 
economic principles now in process of formation. 

The high cost of medical care brought about by 
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the advance in our knowledge of the science of 
medicine has reached a point where the great ma- 
jority of our population, the great middle class, 
find it beyond their reach. The very rich can 
afford to pay for it and the very poor have it given 
to them without cost. This problem must be satis- 
factorily solved if we would prevent some form of 
state medicine. The problem is one that must be 
solved largely by local county medical societies. 
The State Medical Association can evolve certain 
general principles to guide the local societies but 
the ultimate solution rests with the county so- 
cieties. The problem is a little different in each 
county, and no hard and fast rule can be made tu 
suit all localities. 


The imposition on the medical profession by or- 
ganized charity is another problem that awaits so- 
lution by our local county medical societies. Con- 
certed action by the physicians in each county act- 
ing through their local county medical society can 
solve both of these serious problems in a manner 
that will be acceptable to the profession and to 
the public. 


In order that we may solve the problems that are 
confronting us we must organize. As individuals 
we cannot stem the tide of public opinion but by 
organized effort we may be able to mould public 
opinion in our favor. 


I believe our plan of organization in this state 
can be improved. For several years past we have 
drifted away from our original plan of organiza- 
tion—the county medical society. We have built 
up several splendid component societies, composed 
of a number of counties. These societies furnish 
fine professional programs for their meetings and 
the programs are instructive and interesting. Oc- 
casionally the programs are perhaps devoted tou 
much to the specialties rather than to subjects of 
benefit to the general practitioner who compose the 
large majority of our members. The economic 
problems confronting our profession are conspicu- 
ous by their absence from these programs. In fact 
the large societies are not so constituted that they 
can take up questions affecting the material wel- 
fare of the physicians in their territory. The eco- 
nomic conditions are not the same in all counties. 
The problem has a different setting in each county 
and can only be solved by the physicians in their 
respective counties. 


A study of our membership statistics reveals 
some rather interesting facts. The percentage of 
membership in the five counties that have county 
societies is seventy-seven plus; 
membership in 
fifty-five plus. 


the percentage of 


our component societies is only 


I would not in any way disturb our component 
societies. I think they should be continued as 
district societies whose function should be to fur- 
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nish instructive interesting professional progrdms 
only. The district societies may meet yearly, 
semi-annually, or quarterly as desired and should 
collect no dues. The expense required for the 
meetings of the district societies can be prorated 
among the county societies of the district. We 
have a plan of that kind in operation in the Eighth 
Councilor’s District and find it very easy to main- 
tain. 

Medical societies should meet monthly and their 
territory should be small enough to make it pos- 
sible for all members to be present at all meetings. 
This is not possible with our component societies 
covering a large territory and meetings 
quarterly or semi-annually or yearly. 


only 


I believe we should organize county medical so- 
cieties in each county where possible. There are 
extremely few counties in the state where the num- 
ber of eligible physicians is too small to have a 
county society. The physicians in these few coun- 
ties can be taken care of by the societies of ad- 
joining counties. These county medical societies 
should be the foundation of our State Medical As- 
sociation. The county medical society should di- 
rect the affairs of the profession in this county, 
also elect its delegates to the State Medical Asso- 
ciation. In other words the function of the county 
society should be legislative largely. 

At a meeting of the Council held in Jackson on 
November 9, 1933, it was the unanimous opinion 
of the members that we should return to the plan 
of county medical societies as the unit of organi- 
zation of the State Medical Association. Each 
councilor was directed by the Council to begin im- 
mediately the organization of county medical so- 
cieties in his district. 


At the request of the State Director of FERA I 
appointed the Council as the advisory committee 
from the State Medical Association for the FERA 
in our State. This committee will act in an ad- 
visory capacity to the FERA in all matters per- 
taining to the program for the care of the indigent 
sick. At the meeting on November 9 we submitted 
our fee schedule to the Federal Emergency Na- 
tional Headquarters. In order, however, that it 
may work satsifactorily each county society must 
adopt a fee schedule for private work. Our fee 
schedule for the care of the indigent sick calls for 
a rate of fifty per cent of the regular rate charged 
for private work. In order to protect physicians 
in counties where the rate for private work is low 
we inserted a proviso, that under no consideration 
could the fee for office calls be less than $1.00 per 
eall, $1.50 for visit in town or within a reasonable 
distance from the doctor’s office if situated in the 
county, and $15.00 for obstetrical cases. Mississippi 
is one of the few states that has been able to ob- 
tain fees as high as the ones called for in our 
schedule. The right of free choice of physicians 








506 


by the indigent sick was insisted upon and agreed 
to by the FERA. 


The plan of organization of county medical so- 
cieties becomes imperative if the physicians of our 
state wish to take advantage of the fee schedule 
arranged with the Federal Emergency Relief Ad- 
ministration, as the Administration in Washington 
states that it will only deal with organized medi- 
cine through county medical societies. Each 
county medical society is requested to appoint an 
advisory committee to act with the local adminis- 
trator of Federal Emergency Relief in each county 
in all matters pertaining to the program for the 
care of the indigent sick in that county. This 
local committee should see that the local adminis- 
trator complies with this agreement in every par- 
ticular. It should report all violations of the 
agreement. to the Secretary of the Council, Dr. W 
H. Frizell, or to the Chairman, Dr. Dan. J. Wil 
liams. The State Administrator of Federal Emer- 
gency Relief will promptly take up and correct any 
complaint that comes through these channels. 


The gentlemen composing the State Headquarters 
of the FERA were very considerate of all of our 
requests and aided us in every way possible to ob- 
tain the adoption of our fee schedule. 


The members of the Council responded well to 
our call for a meeting to take action on the sub- 
ject of a fee schedule. Every member was present 
except one and this member was prevented from 
attending on account of being summoned into 
court as a witness. 


I trust each member of the State Medical Asso- 
ciation will redouble his activities in our member- 
ship drive. Let’s try to go over the top with the 
largest possible number of new members by Febru- 
ary 1, 1934, 

J. W. D. Dicks. 


FROM THE COUNCIL 


December 12, 1933. 
Dr. L. S. Lippincott, Editor, 
Vicksburg, Miss. 
My Dear Doctor: 


The Council, Mississippi State Medical Associa- 
tion, in extraordinary session called by the Chair- 
man for that and other purposes investigated 
thoroughly the Ward-Shipp controversy which was 
published in the late numbers of the N. O. Journal. 

After this investigation the Council found that 
Dr. Shipp was in no wise to be censured as his 
conduct was in every way commendable. 

The Council then instructed the Secretary to re- 
quest that you as Editor allow no more personal 
matter of the kind referred to to be published here- 
after. 


We are sure that you did not realize the personal 
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equation in this particular matter, hence its inser- 
tion. 
Very sincerely yours, 
(Signed) H. W. Frizell, 
Secretary, Council, 
Mississippi State Medical Association. 


WHF/fw 


WHERE DO YOU STAND, DOCTOR? 


Recently the Jackson Evening News commented 
editorially on the fact that Jones County physi- 
cians had published an advertisement informing 
the public that they—the physicians of Jones 
County—were tired of treating certain residents 
of that county, who gave nothing but excuses in 
return for medical services. They also intimated 
that it costs something to practice medicine. It 
was further stated that the doctors were overcome 
by fatigue, and suffered great mental anguish when 
they at times found these delinquent patients with 
better cars, or better radios, than the aforesaid 
doctors were able to buy. Fred Sullens more than 
once has taken some of the hide off of our noble 
profession. On this occasion he asks how many 
physicians will abide by the agreement outlined in 
the advertisement. 

The physicians of Alcorn County, if I am not 
mistaken, published an advertisement of this sort 
first. Probably other groups have done the same. 

The large majority of physicians are not mer- 
cenary, but too many are inclined to take up a 
patient that another doctor has relinquished with- 
out taking the trouble to find out why the former 
is no longer treating that person. Ethics merely 
demands that the latter satisfy himself that the first 
physician has either given up the case or has been 
notified that his services are no longer required. 

Tactful inquiry often may reveal the fact thet 
the other doctor had not been paid. The members 
of the profession are to blame that this state of 
affairs has existed so long. Every physician car- 
ries hundreds and thousands of dollars on his 
books in the form of accounts that no other busi- 
ness man would think of considering for a moment. 

It is distasteful to have to tell a patient that they 
must put up the money before they are treated, 
but there are certain thick-skinned individuals that 
cannot be handled otherwise. And they will con- 
tinue to pursue the same course until there is 
united action on the part of the profession. 

It should not take very much time to tell whe- 
ther o rnot Mr. Sullens has correctly estimated 
the sticking ability of these doctors. 

J. S. Ullman, 
Natchez, 
December 12, 1933. 
FEE SCHEDULE 
To County Secretaries: 
The following is the schedule of fees agreed 
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upon by the Mississippi State Medical Association 
and the State Board of Public Welfare: 

“A uniform fee of fifty per cent of the usual 
prevailing fees obtaining in each community, pro- 
vided that in no instance shall the minimum fee 
be less then one dollar for office calls and/or one 
dollar and fifty cents for visits to the home in 
town or within a reasonable distance of the phy- 
sician’s office when same is in the country, and 
fifteen dollars for obstetrical attention.” 


The regulations are under the direction of the 
County Medical Societies which are now being 
organized in each county, and only members in 
good standing of the State Medical Association 
will participate in these fees. Call this fact to the 
attention of the non-members of your territory. It 
should add greatly to your membership. 

Yours truly, 
T. M. Dye, 
Secretary. 
Clarksdale, 
December 7, 1933. 


MEMBERSHIP 


The membership of the Mississippi State Medical 
Association has shown a steady gain since our 
president, Dr. J. W. D. Dicks some months ago 
through President-Elect E. C. Parker and the vice- 
presidents of the Association called attention to 
the importance of organized medicine to the phy- 
sicians of the state. Even so late in the year as 
the month of November, six new members were 
added to the list. Four were in the Harrison- 
Stone-Hancock Society, placing this society in the 
leadership for number of members added since 
May 1, with a gain of over 20 per cent. The 
Winona District Society added two members to 
show a gain of nearly 17 per cent, second only to 
the showing of the Harrison-Stone-Hancock Society. 

Dr. T. M. Dye, Secretary, has furnished the 
secretaries of the component societies with the 
official blanks for their annual reports. These re- 
ports are required not later than February 1, and 
should show the largest membership ever attained 
in Mississippi. Members of the Association should 
be reminded that so far as medico-legal defense 
by the Council is concerned, membership lapses 
with the calendar year. 


The following gives information is regard to 
membership by societies and districts for the 
period of May 1 to December 1, 1933: 


No. of Per 

Members Cent 

Society May 10 Dec. 1 Gain Gain 

1. Harrison-Stone-Hancock, 34 41 7 20.59 
2. Winona District - 36 42 6 16.67 
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Issaquena-Sharkey-Warren 40 45 5 
East Mississippi 76 85 (9 
Central . 106 116 10 
Homochitto Valley 32 3s «COs 
Tri-County 23 25 2 
South Mississippi 70 76 «66 
Northeast Mississippi 107 115 8 
hs ...... 83 87 4 
Claiborne County 6 6 0 
Clarksdale & Six Counties 44 44 0 
DeSoto County —...... 8 8 0 
Jackson County 11 11 0 
Pike County 28 2 0 
Tate County 9 9 0 
North Mississippi 44 41 0 
TOTALS 757 814 60 
No. No. 
of of 
Society Physicians Mem. 
Pike County ; wide’ a 28 
Jackson County - Sra ae 11 
Homochitto Valley _...... 45 35 
Issaquena-Sharkey-Warren ... 58 45 
sa oS LN. 9 
Claiborne County — . 9 6 
Central - a: aa 
Harrison-Stone-Hancock 64 41 
East Mississippi 139 85 
Tri-County es . 43 25 
Clarksdale & Six Counties. 77 44 
DeSoto County - ccmiaide: aa 8 
Northeast Mississippi 212 115 
Delta - one 169 7 
Winona District : 88 42 
North Mississippi 89 41 
South Mississippi — 165 76 
TOTALS 1,407 814 
STANDING BY DISTRICTS 
No. No. 
of of 
District and Councilor Physicians Mem. 
Eight—W. , H. Frizell 118 88 
Ninth—D. J. Williams 78 52 
Fifth—W. H. Watson 245 167 
Sixth—H. L. Rush 139 85 
Third—M. W. Robertson_.212 115 
First—J. W. Lucas 246 131 
Second—L. L. Minor 116 58 
Fourth—T. J. Brown 88 42 
Seventh—J. E. Green 165 76 
TOTALS _. 1,407 814° 


12.50 
11.84 
9.43 
9.38 
8.70 
8.57 
7.48 
4.82 
0.00 
0.00 
0.00 
0.00 
0.00 
0.00 
0.00 


7.94 


Per 
Cent 
Mem. 
74.58 
69,23 
68.16 
61.15 
54.23 
52.44 
50.00 
47.73 
46.05 





57.85 
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CALENDAR 
SOCIETY MEETINGS 

CENTRAL MEDICAL SOCIETY: First Tuesday 
of each month, Robert E. Lee Hotel, Jackson, 7 
P. M. 

CLAIBORNE COUNTY MEDICAL SOCIETY: 

CLARKSDALE AND SIX COUNTIES MEDICAL 
SOCIETY: Alcazar Hotel, Clarksdale. 

DELTA MEDICAL SOCIETY: April, Cleveland. 

DeSOTO COUNTY MEDICAL SOCIETY: First 
Monday of January (Jan. 1), April, July, and Oc- 
tober, Hernando, 10 A. M. 

EAST MISSISSIPPI MEDICAL SOCIETY: Third 
Thursday in February, April, June, August, Octo- 
ber and December, Meridian, 3 P. M. 

HARRISON-STONE-HAICOCK COUNTIES MED- 
ICAL SOCIETY: First Wednesday of each 
month, Bay St. Louis, Pass Christian, Gulfport or 
¥iloxi, 7:30 P. M. 

HOMOCHITTO VALLEY MEDICAL SOCIETY: 
Second Thursday of January, (Jan. 11), March, 
July and October, Natchez, 2 P. M. 

ISSAQUENA-SHARKEY-WARREN COUNTIES 
MEDICAL SOCIETY: Second Tuesday of each 
month, Hotel Vicksburg, Vicksburg, 7 P. M. 

JACKSON COUNTY MEDICAL SOCIETY: 
Second Thursday of March, June, September anid 
December, usually at Jackson County Hospital, 
Pascagoula, 7:30 P. M. 

NORTH MISSISSIPPI MEDICAL SOCIETY: 

NORTHEAST MISSISSIPPI MEDICAL  SO- 
CIETY: 

PIKE COUNTY MEDICAL SOCIETY: First 
Thursday of each month, McComb, 7 P. M. 

SOUTH MISSISSIPPI MEDICAL SOCIETY: 
Second Thursday in September, December, March 
and June; alternates between Hattiesburg and 
Laurel, 3 P. M. 

TATE COUNTY MEDICAL SOCIETY: Second 
Wednesday, every other month, Senatobia, 8 p. m. 
(Not meeting regularly this year). 

TRI -COUNTY MEDICAL SOCIETY: Second 
Tuesday in March, June, September and December, 
Wesson, Tylertown, Monticello or Brookhaven, 
12:30 P. M. 

WINONA DISTRICT MEDICAL ASSOCIATION: 
May 8, 9, and 10, 1934, Natchez. 


COUNTY EDITOR APPOINTMENT 


On nomination of the Pike County Medical So- 
ciety, Dr. Gladys Ratcliff, McComb, has been ap- 
pointed editor for Pike County. 


MISSISSIPPI STATE BOARD OF HEALTH 


Notice of the award of sixteen fellowships for 
graduate study to Mississippi physicians by the 
Commonwealth Fund was recently received by the 
Mississippi State Board of Health. Each award 


provides tuition and travel expenses and $250 a 
month during the four months at Tulane. 

The following physicians will enter Tulane in 
January, 1934: Dr. C. E. Boyd, Amory; Dr. George 
Barnes, Belzoni; Dr. T. F. Clay, Tutwiler; Dr. EB 
F. Hand, Waynesboro; Dr. A. B. Harvey, Tyler- 
town; Dr. F. L. MeGahey, Calhoun City; Dr. S. B. 
MclIlwain, Pascagoula; Dr. M. L. McKinnon, Lau- 
derdale; Dr. W. B. Shackleford, Hollandale; Dr. J 
C. Wallace, Osyka; Dr. D. L. Walker, Meridian; 
Dr. J. T. Weeks, Biloxi; Dr. Dudley Stennis, New- 
ton; Dr. A .P. Smith, Bay St. Louis; Dr. H. E. 
Frizell, Vaughn; Dr. H. G. Johnson, Dundee. 

Under this arrangement between the State Board 
of Health and the Commonwealth Fund, forty-two 
physicians have received fellowships. Fifteen stu- 
dents have received four-year scholarships for the 
study of medicine which provide $100 a month to 
each student during the entire medical course. 

Under the ten year agreement, the Fund will 
award 150 of the fellowships and fifty scholarships, 
which with the financial arrangement with Tulane 
to care for these students, will bring to Mississippi 
physicians and their sons, $1,000,000 worth of medi- 
eal education. This is only one phase of the Com- 
monwealth Fund’s program of cooperation with the 
Mississippi State Board of Health. 

Quoting Dr. Clarence L. Scamman, representa- 
tive of the Commonwealth Fund: “The Common. 
wealth Fund chose Mississippi for financial co- 
operation because of the outstanding public health 
program conducted without political interference, 
and because of the hearty cooperation given by the 
medical profession.” 


The Mississippi State Board of Health held its 
regular December meeting on the seventh. Alli 
members of the Board were present as follows: 
Dr. J. W. Lipscomb, Columbus, President; Dr. S. E. 
Eason, New Albany; Dr. L. B. Austin, Rosedale; 
Dr. B. J. Shaw, Slate Spring; Dr. Dudley Stennis, 
Newton; Dr. William R. Wright, Jackson; Dr. Felix 
J. Underwood, Jackson, Secretary; Dr. W. A. Dear. 
man, Gulfport; Dr. W. H. Frizell, Brookhaven; Dr. 
John Darrington, Yazoo City. 

License to practice medicine in Mississippi on the 
basis of reciprocity with another state was granted 
to each of the following: Dr. Ira Broyles Bright, 
Greenwood; Dr. Archibald Clinton Hewes, Gulf- 
port; Dr. William Daniel Hickerson, Natchez; Dr. 
William Krauss, Meridian; Dr. Wallace Harden 
Smith, Natchez; Dr. Vernon LaGrange Terrell, Co- 
lumbia; Dr. Harvey McLean William, Aberdeen; 
Dr. Marion Joseph Wolfe, Bay St. Louis. 

The manufacture of alum precipitated toxoid 
which is given in one dose is a long step forward 
in the control of diphtheria, and the inconvenience 
and expense of giving three doses of toxin-anti- 
toxin or two doses of toxoid is now eliminated. 

Dr. Felix J. Underwood and H. C. Ricks left on 
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December 8 for Opelika, Alabama, for a study of 
the special tuberculosis work being done there. 
From Opelika, they will drive to Tennessee where 
they will visit the State Health Department and 
will go to Rutherford and other counties to ob- 
serve the public health work being done. This 
trip is being financed by an outside philanthropic 
organization. 

Miss Ora E. Phillips is now associated with the 
Mississippi State Board of Health in the capacity 
of supervising nurse with the Field Unit. For the 
past several years Miss Phillips worked in the 
Rutherford County, Tennessee, Health. Department. 
She has had special training and valuable experi- 
ence in public health nursing and Mississippi is 
fortunate to have her services. 

Felix J. Underwood, 
Executive Officer. 
Jackson, 
December 9, 1933. 


WELFARE NURSING 
MISSISSIPPI STATE BOARD OF HEALTH 


December 5, 1933. 
Dear Doctor: 


“It has come to our attention that welfare com- 
mittees in some counties have approved the employ- 
ment of nurses to be assigned to county health 
departments. If these nurses are to be employed as 
public health nurses to do preventive work under 
the direct supervision of the county health depart- 
ment, their employment meets with the hearty ap- 
proval of the State Board of Health. However, if 
these nurses are expected to do relief nursing, such 
as bedside nursing as is ordinarily done in welfare 
programs, they should be employed by the welfare 
committee and work under the supervision of the 
welfare committee only. 


“It is not the policy of the State Board of Health 
for its public health nurses to do welfare work or 
bedside nursing in the care of sick persons except 
for purposes of demonstration to members of the 
famiily. Many nurses are well trained for bedside 
nursing of the sick as approved by the CWA, and 
could do acceptable welfare work, but they are not 
sufficiently trained for public health work as prac- 
ticed by the State Board of Health. 

“Those nurses who are employed in county health 
departments should write to Miss Mary D. Os- 
borne, Associate Director of Public Health Nurs- 
ing, for application blanks in order that our usuai 
and necessary routine may be observed. 

“Please acknowledge receipt of this letter. 

“Your cooperation will be appreciated.” 

Very truly yours, 
Felix J. Underwood, 
Executive Officer. 
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THE TWO DELTA MEDICAL SOCIETIES MERGE 


At a meeting of the committees representing the 
Clarksdale and Six Counties Medical Society and 
The Delta Medical Society held in the office of 
Dr. E. R. Nobles at Rosedale on December 7, plans 
were formulated and adopted for the consolidation 
of these two societies which comprise all the coun- 
ties in the delta with the exception of Sharkey and 
Issaquena, 

The new Society will be known as The’ Delta 
Medical Society with a potential membership of 
approximately 250 physicians, making it the lar- 
gest district society in the state. 

It was agreed that there would be three meetings 
a year, rotating with Clarksdale, Greenville and 
Greenwood. 

Present at this coalition meeting and represent: 
ing The Clarksdale and Six Counties Society were 
Dr. T. M. Dye, secretary of the State Association 
and Dr. Leon Brevard, president of the Clarksdale 
and Six Counties Society. The Delta Medical So- 
ciety was represented by its secretary, Dr. F. M. 
Acree, and Dr. E. R. Nobles, vice-president of the 
State Association. Also present as guests were 
Dr. R. C. Smith, president of the Delta Society 
and Dr. J. W. Lucas, councilor for this district. 


E. R. Nobles. 
Rosedale, 


December 9, 1933. 


COALITION 


A committee of five members, two from the 
Clarksdale and Six Counties Society and two from 
the Delta Society, together with Councilor Lucas 
from the First District, met at Rosedale on Decem- 
ber 7 and formulated plans for the coalition of the 
two delta societies, 

The Clarksdale and Six Counties Societies has al- 
ready voted for the union and action will probably 
be taken by the Delta Society at its April meeting 
in Cleveland. If this action is favorable the joint 
Society will apply for a charter at the May meeting 
of the Council and House of Delegates. 

T. M. Dye, 
Secretary, 


Mississippi State Medical Association 
Clarksdale, 


December 10, 1933. 


CENTRAL MEDICAL SOCIETY 


The annual meeting of the Central Medical So- 
ciety was held on the Roof Garden of the Robert E. 
Lee Hotel, December 5, at 7 o’clock P. M. The 
meeting started with a dinner which was very 
enjoyable. 

Mr. George Power, C.W.A. Official, Director of 
Relief for the State, made a short, but interesting 
talk to the Society on the mechanism of Rule No. 
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7 as applied to medical service to relief workers. 
There was some discussion as well as questions 
asked concerning this and Dr. Barksdale made a 
motion that the Society go on record as opposing 
any charges being made for any of these cases that 
might be brought into any of the charity hospitals 
of the State. This motion was carried unani- 
mously. 


The various committees of the Society for the 
year made their annual reports in writing, each 
being read at the meeting. 


The guest speaker for the meeting was Dr. E. C. 
Parker, who read a paper on “A Brief Resume of 
Heart Surgery,” with the presentation of a case of 
a colored man who had suffered a laceration of his 
heart which had been sewed up by him, one of the 
few cases with so severe a cut as same that had 
gotten well. The patient was well and healthy and 
reviewed by the Society. 

Motion was made by Dr. Hall that the dues be 
increased to $7.00 per annum which was seconded 
by Dr. Adkins and passed after some discussion. 

Motion was made by Dr. Hand, and amended by 
Noblin that money collected from members for 
dinners be reverted to the treasurer when paid by 
the Merchants Bank after same has been tendered 
to the respective members, should they not desire 
to accept same. This motion was carried. 

The election of officers was then entered inte 
with the following results: 

President—Dr. E. L. Green, Carpenter. 

Vice-Presidents: Dr. T. E. Wilson, Jackson, 
Hinds County; Dr. J. W. Melvin, Camden, Madison 
County; Dr. H. N. Holyfield, Brandon, Rankin 
County; Dr, Austin, Scott County; Dr. A. E. Ken- 
nedy, Magee, Simpson County; Dr. W. D. McCalip, 
Yazoo City, Yazoo County. 

Delegates to Mississippi State Medical Associa- 
tion: Hinds County: Dr. N. C. Womack and H. 
F. Garrison, Sr., Jackson; Alternates, Drs. W. F. 
Hand, Jackson and Hardy R. Hays, Jackson; Ran- 
kin County: Dr. J. B. Ainsworth, Florence; Alter- 
nate Dr. R. N. Whitfield, Florence; Madison Coun- 
ty: Dr. J. B. Howell, Canton; Alternate Dr. R. W. 
Smith, Canton; Scott: Dr. R. B. Austin, Forest: 
Alternate Dr. Edward Anderson; Simpson County: 
Dr. S. L. Knight; Alternate Dr. E. L. Walker, Ma- 
gee; Yazoo County: Dr. Gilruth Darrington, Ya- 
zoo City; Alternate Dr. J. L. Rainer, Yazoo City. 

Secretary—Dr. L. W. Long, Jackson. 

Treasurer—Dr. George E. Adkins (re-elected). 

The incoming president, Dr. E. L. Green, made a 
short talk at this time. 

Adjournment. 

D. W. Jones, 
Jackson, 
December 11, 1933. 


EAST MISSISSIPPI MEDICAL SOCIETY 


The East Mississippi Medical Society will meet 
in the Lamar Hotel, Meridian, on Thursday after- 
noon, December 21. This is the annual meeting 
and officers will be elected for the ensuing year. 
Dr. J. W. D. Dicks of Natchez will give an offi- 
cial address, Dr. E. C. Parker of Gulfport will speak 
on “Some Phases of Heart Surgery,” Dr. William 
Krauss of Meridian will speak on “Haematology.” 
Following the meeting a banquet will be held in 
the Lamar Hotel. 

T. L. Bennett, 
Secretary. 
Meridian, 
December 10, 1933. 


HARRISON-STONE-HANCOCK COUNTIES 
MEDICAL SOCIETY 


The December meeting will be held at the King’s 
Daughters’ Hospital, Gulfport, Wednesday, Decem- 
ber 13, at 7:30 P. M. Officers will be elected. 

E. A. Trudeau. 
Secretary. 
Biloxi, 
December 12, 1933. 


ISSAQUENA-SHARKEY-WARREN COUNTIES 
MEDICAL SOCIETY 


The regular monthly meeting of the Issaquena- 
Sharkey-Wraren Counties Medical Society was held 
at the Hotel Vicksburg, Vicksburg, on Tuesday, 
December 12, with fifty-eight members and guests 
present. Invocation was given by Rev. C. E. 
Woodson, Christ Episcopal Church, Vicksburg, and 
a banquet followed. The tables were beautifully 
decorated by a committee of the Woman’s Auxiliary. 

The scientific program included the following: 

Some Neglected Gynecological Conditions Amen- 
able To Office Treatment.—Dr. Thomas Benton 
Sellers, New Orleans. Introduced by Dr. George 
Y. Hicks, Vicksburg. 

Physical Diagnosis.—Dr. Oscar W. Bethea, New 
Orleans; introduced by Dr. J. A. K. Birchett, Jr.. 
Vicksburg. 

Dr. J. W. D. Dicks, Natchez, President of the 
Mississippi State Medical Association, addressed 
the Society on “Matters of Vital Importance To 
the Profession.” Dr. Dicks was introduced by Dr. 
W. C. Pool, Cary. 

Dr. E. C. Parker, Gulfport, President-Elect of 
the Mississippi State Medical Association, pre- 
sented a report of the successful surgical cure of 
an extensive knife wound of the heart and showed 
the patient now in good health. 

This being the annual meeting, the nominating 
committee composed of Drs. J. B. Benton, Valley 
Park; W. C. Pool, Cary; and N. B. Lewis, Vicks- 
burg, presented its report and the following officers 
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for the year 1934 were unanimously elected: Presi- 
dent, Dr. W. H. Scudder, Mayersville; Vice-Presi- 
dents: Issaquena County, Dr. T. W. Huey, Grace; 
Sharkey County, Dr. E. B. Stribling, Rolling Fork; 
Warren County, Dr. Guy P. Sanderson, Vicksburg; 
Secretary-Treasurer, Dr. L. S. Lippincott, Vicks- 
burg (re-elected); Member of Board of Censors, Dr. 
P. S. Herring, Vicksburg; Member of Committee 
on Medical Defense, Dr. L. J. Clark, Vicksburg; 
Delegate to Mississippi State Medical Association 
from Warren County, Dr. G. C. Jarratt, Vicksburg. 
The next meeting of the Society will be held at 
Vicksburg, Tuesday, January 9, at 7 P. M. 


NORTHEAST MISSISSIPPI THIRTEEN 
TIES MEDICAL SOCIETY 


COUN- 


The last quarterly meeting of the Northeast 
Mississippi Thirteen Counties Medical Society will 
be held at the First Methodist Church, Tupelo, on 
December 19 at 1 P. M. The program follows: 

Meeting called to order.—President F. L. Mc- 
Gahey. 

Invocation.—Rev. H. F. Brooks. 

Reading and Adoption Minutes Last Meeting. 

President’s Address.—Dr. F. L. McGahey, Calhoun 
City. 

“Some Post Oprative Complications and their 
Management,” Dr. J. W. Lipscomb, Jr., Columbus. 
Discussion opened by Drs. Philpot and Kirk. 
“Some ; Neglected Gynecological 
Amenable to Office Treatment,” Dr. 

Sellers, New Orleans, La. 

General Discussion. 

“Sodium Amytal in 
Aberdeen. 

Discussion opened by Drs. Anderson and Ewing. 

“The Proper Care of the Insane,” Dr. L. L. Me- 
Dougall, Booneville. 

General Discussion. 

Business Session. 

Election Officers. 

Announcements. 

Adjournment. 

The 1934 President will be elected from Chicka- 
saw County. 


‘Cond tions 
Thomas B. 


Surgery,” Dr. J. P. Ward, 


J. M. Acker, Jr., 
Secretary. 
Aberdeen, 
December 11, 1933. 


PIKE COUNTY MEDICAL SOCIETY, 


The Pike County Medical Society had its regular 
monthly meeting at the Dew Drop Inn in Summit, 
at 6:30 P. M., on December 7. The entire program 
was devoted to business of the Society. 

After the society was called to order by the tem- 
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porary chairman, Dr. M. D. Ratcliff, in the absence 
of the president, the minutes of the November 
meeting were read by the secretary. 

A communication from Dr. H. R. Fairfax stating 
the amount due from Pike county for the expenses 
of the Eighth Councilor’s District meeting was 
read. This amount, $10.48, was ordered to be pai‘. 

Bills from J. W. Beachan, florist, were pre- 
sented. It was ordered by the society to assess 
each member $1.00 ta get money to pay said bills 
amounting to $22.00. 


The meeting was then opened for nominations 
from the floor for the different officers for the 
year 1934. The following men were nominated and 
unanimously elected: Dr. T. E. Hewitt, Summit, 
President; Dr. M. D. Ratcliff, McComb, Vice-Presi- 
dent; Dr. T. Paul Haney, Jr., McComb, Secretary- 
treasurer. 


The president then appointed Dr. Gladys Ratcliff 
as County Editor for the Society. He stated that 
delegates to the state convention would be nameG 
in the next few days. Society dues for 1934 were 
then fixed at $6.00, the same as for 1933. 

Motion was then made that each member be as- 
sessed $2.50 to go towards buying a slide lantern 
for the use by the society. 

The Pike County Dental Society had been invited 
to meet with us on this occasion and the matter 
of asking them to meet with us each month was 
submitted to both societies at this time. It was 
decided by both societies that committees of three 
men each, be appointed from each society to work 
out all details and present the subject again at the 
January meeting which would again be a joint 
session of both societies. Drs. L. W. Brock, Otis 
Biggs and the secretary were appointed by the 
medical society. Drs. Fulger and O. L. Colee and 
the secretary were appointed from the Dental 
Society. 

The resolutions adopted by the State Medical 
Association governing fees to be paid by the Wel- 
fare Board to physicians were unanimously adopt- 
ed by the society. Dr. L. J. Rutledge and Dr. R. H. 
Brumfield from the medical society and Dr. P. M. 
Fugler and Dr. F. C. Sneed from the Dental So- 
ciety were appointed to meet with the local welfare 
board and work out all details of the program to 
be carried on. Dr. W. H. Reaben, President of 
the Pike County Dental Society, then extended an- 
preciation of the Dental Society for the invitation 
to meet with the Medical Society on this occasion. 
Response was made by Dr. M. D. Ratcliff. 


There was no further business to come before 
the society and it was adjourned. 


T. Paul Haney, Jr., 
Secretary. 
McComb, 
December 10, 1933. 
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SOUTH MISSISSIPPI MEDICAL SOCIETY 


The December meeting of the South Mississippi 
Medical Society will be held in Hattiesburg, at 
the Forrest Hotel, at three p. m., on the evening 
of December 14. The following is the program 
to be rendered. 

1. The Emergency Care and Splinting of Long 
Bone Fractures Preliminary to Transportation.— 
Dr. J. W. Stringer. 

2. Anatomical Considerations Involved In Col- 
les’s and Pott’s Fractures: Method of Reduction 
and the Necessary Anatomical Requirements for the 
Proper Reduction and Restoration of Function. 
Dr. C. H. Ramsey. 

3. Compound Fractures.—Dr. T. E. Ross, Jr. 

4. Fractures About the Elbow Joint.—Dr. J. W. 
Speed, Memphis, Tenn, 

5. Musical Numbers. 

6. One-Act Play—By two talented artists. 

7. Banquet. 

We hope to have an unusually good crowd pres- 
ent since this is the last meeting of the year and 
the time of the annual election of officers. 

The Medical Clinic, 990 Hardy Street, Hatties- 
burg, announces the association of Dr. V. C. 
Temple, Pediatrics and Obstetrics, and Dr. F. T. 
Bower, formerly of Crawford Clinic, Diagnosis and 
Surgery. We 

J. P. Culpepper, Jr., 
Secretary. 
Hattiesburg, 
December 11, 1933. 


TRI-COUNTY MEDICAL SOCIETY 


The regular meeting of the Tri-County Medical 
Society was ‘held in Brookhaven, December 12. 

We had with us as guest speaker Dr. E. C. 
Parker of Gulfport who is president-elect of the 
Mississippi State Medical Association. He gave 
us an excellent paper on wounds of the heart and 
presented a case of stab wound of the heart, that 
of a colored man aged about forty years, that he 
had recently operated on with splendid results. 
This was followed by an address by Dr. J. W. 
Wilson, the retiring president, and his address 
gave some valuable suggestions for the improve- 
ment of our society. 

The election of officers was then taken up with 
the following result: 

President—Dr. C. L. Simmons, Hazelhurst. 

Vice-President—Dr. J. H. Beavers, Wesson, 
Copiah County; Dr. J. R. Markette, Brookhaven, 
Lincoln County; Dr. T. F. Conn, Monticello, Law- 
rence County; Dr. B. L. Crawford, Tylertown, Walt- 
hall County. 

Secretary and Treasurer—Dr. H. R. Fairfax, 
Brookhaven (re-élected.) 

Delegates to the Mississippi State Medical 
Association:—Dr. W. L. Little, Wesson, Copiah 


County; Dr. O. N. Arrington, Brookhaven, Lincoln 
County; Dr. J. W. Wilson, Montivello, Lawrence 
County; Dr. A. B. Harvey, Tylertown, Walthall 
County. 

Board of Censors:—Dr. R. E. Sylverstein, Tyler- 
town; Dr. R. S. Savage, Brookhaven. 

Member of Medico-Legal Defense Committee:— 
Dr. F. E. Collins, Brookhaven. 

Legislative Committee:—Dr. W. H. Frizell, 
Brookhaven; Dr. R. C. Massengill, Lincoln County; 
Dr. C. L. Simmons, Hazelhurst, Dr. W. L. Little, 
Wesson, Copiah County; Dr. B. L. Waller, Silver 
Creek, Dr. J. W. Wilson, Monticello, Lawrence 
County; Dr. A. B. Harvey, Tylertown, Dr. B. L. 
Crawford, Tylertown, Walthall County. 

‘ H. R. Fairfax, 


Secretary. 
Brookhaven, 


December 13, 1933. 


ADAMS COUNTY 


The Homochitto Valley Medical Society meets 
in Natchez Thursday, January 11, with its new 
officers at the wheel. Let us hope every member 
will bend their efforts to enroll every eligible 
physician in its territory to make it a 100 per cent 
membership, to follow out what our State Pres- 
ident Dr. J. W. D. Dicks, so much desires. 

Dr. C. A. Everett and family made a flying trip 
to Tupelo before the holidays. 

The hospitals of Natchez are making prepara- 
tions for the meeting of the Mississippi State 
Hospital Association in May and hope for a large 
attendance. 

Lucien S. Gaudet, 
County Editor. 
Natchez, 
December 9, 1933. 


CHICKASAW COUNTY 


Dr. F. L. MceGahey, Calhoun City, president of 
the Northeast Mississippi Thirteen Counties Med- 
ical Society, has been awarded a scholarship of 
the Commonwealth Fund, consisting of a four 
months’ post graduate course at Tulane University 
beginning January 1. We congratulate Dr. Mc- 
Gahey. 

Dr. J. M. Hood, Houlka, attended the meeting 
of the Southern Medical Association at Richmond 
and Washington. He reports a very interesting 
meeting and a wonderful time. He also visited 
the mint in Washington and saw more money than 
he ever saw in his life. Dr. Hood says he can’t 
understand why they have so much money “hoard- 
ed” up there and the doctors have so little. 

Fortunately I had the pleasure of meeting with 
the Houston Hospital Nurses Alumnae Association, 
which was held in the hospital building Wednes- 
day night, December 27. A report was given of 
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the Mississippi State Nurses Convention at Meri- 
dian, and the wonderful work being done by nurses 
all over the state. A luncheon was served pre- 
ceding the meeting. 
W. C. Walker, 

County Editor. 
Houlka, 
December 8, 1933. 


DESOTO COUNTY 
An old adage ‘has 


’ 


it that—‘‘No news is good 
so this is applicable in this good county. 
Physicians are feeling better since there is a 
distinct improvement financially and otherwise. 
Our next Society meeting will be held on Jan- 
uary 1, 1934. Plans will be 
and also election of officers. 
We wish all of our readers a most happy and 
prosperous New Year: and may this Mississippi 
State Medical Association have the largest enroll- 
ment in its history and the New Orleans Medical 
and Surgical Journal its largest list of subscribers. 
L. L. Minor, 
County Editor. 


news,’ 


made for the year 


Memphis, Tenn. 
Route 4, 
December 10, 1933. 


FORREST COUNTY 


Dr. T. E. Ross, Jr., and wife spent a week in 
Chicago attending the Century of Progress Expo- 
sition during October. 

Drs. L. B. Hudson and wife and H. C. McLeod, 
wife, children, and mother-in-law attended the 
Century of Progress Exposition during October. 
Drs. Hudson and McLeod attended the Clinical 
Congress of the American College of Surgeons 
during the recent meeting. 

Dr. and Mrs. W. W. Crawford and Dr. J. P. Cul- 
pepper, Jr. represented the Forrest County profes- 
sion at the meeting of the Southern Medical Asso- 
ciation, at Richmond, Va., in November. 

Dr. F. T. Bower was married to Miss Hazel 
Draughn November 23. Hearty congratulations are 
extended. 

Drs. F. T. Bower and Carlton Temple have 
moved their offices to the Hardy Street Medical 
Clinic. 

Drs. T. E. Ross, Sr. and T. E. Ross, Jr. are now 
possessors of new Ford V 8’s. 

L. B. Hudson, 
County Editor. 
Hattiesburg, 
December 9, 1933. 


HINDS COUNTY 
Dr. and Mrs. L. B. Moseley spent a most pleasant 
Thanksgiving week-end in Nashville, Tenn. 
Dr. and Mrs. Harvey Garrison, Sr., and Dr. and 
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Mrs. Noel Womack attended the Southern Medical 
Association meeting in Richmond. Dr. Womack 
was elected vice-chairman of the Pediatrics Sec- 
tion. They all report a most wonderful meeting. 
Other points of interest were visited before the 
parties returned to Jackson, including New York 
and Washington. 

The staff of the Baptist Hospital held its last 
meeting the first part of November. A fine turkey 
dinner was enjoyed by all as well as the splendid 
program. 

The staff of the Jackson Infirmary met the last 
Tuesday in November. Dr. L. B. Moseley gave a 
nice demonstration as to the use of the resecto- 
scope in prostatic resection. The usual fine dinner 
was thoroughly enjoyed. 

The Central Medical Society meets Tuesday 
evening, December 5, at the Robert E. Lee Hotel. 
The secretary says we are going to have a big 
turkey dinner. Believe it or not! Come see for 
yourself. 


Dr. Stephenson of Lexington was the guest of 
honor at the last meeting of the staff of the Jack- 
son Infirmary. He presented a most interesting 
and instructive paper entitled “Abdominal Trinity 
in Infants and Young Children.” We hope that Dr. 
Stephenson can be with us again soon. 

Wm. F. Hand, 
County Editor. 
Jackson, 
December 4, 1933. 


LEFLORE COUNTY 


Dr. W. E. Denman visited relatives in Blythe- 
ville, Ark., November 9. 
Dr. Gray Williamson, Memphis, attended the 


Junior Chamber of Commerce banquet in Green- 
wood, November 11, 

Dr. J. A. Crawford visited Memphis, November 
10. 

Dr. W. F. Hand, Jackson, County Editor for 
Hinds County, was a visitor to Greenwood on No- 
vember 12 and 13. 

Dr. and Mrs. J. H. Wade, New Orleans, stopped 
in Greenwood November 18, on their 
Memphis. 

Dr. Robert B. McLean, New York City, formerly 
of Greenwood, has opened offices in the Lamar 
Life Building, Jackson, for the practice of surgery. 

Dr. C. J. Pittman, Ruleville, spent Thanksgiving 
in Greenwood the guest of his sister, Mrs. W. M. 
Loyd. 

Dr. G. Y. Gillespie, Jr., spent Thanksgiving with 
his father at Duck Hill. 

Dr. R. B. Yates spent Sunday, December 3 with 
his mother at the old home in Philadelphia. 

Dr. L. B. Otken and daughter, Mary Frances, 


way to 
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spent the week end after Thanksgiving in Jackson 
with Dr. and Mrs. R. 8S. Lewis. 
W. B. Dickins, 
County Editor. 
Greenwood, 
December 6, 1933. 


MONROE COUNTY 


Well we are on the last lap of the 1933 circuit. 
Let us not fly the track or slacken speed until the 
race is run and won. May we not hope that “old 
man depression” will be left at the last quarter 
post? But such a race he has given us. Of 
course the race is not over but it seems to me 
that we are coming into our second wind. All 
honor to our jockey. Many a race has been forfeit 
because of poor riders. Here is hoping for brighter 
days in 1934. 

On Armistice Day, November 11, just past, I was 
much pleased to have as my guest, Dr. W. A. 
Evans of Chicago. The visit was promised me 
when we met in Jackson last May. The plans and 
exact date were fixed in the early fall. What an 
interesting character he is. So full of energy and 
so human in his interests and activities. Old Mon- 
roe county is the mother of counties in Mississippi 
and there are many spots that are closely asso- 
ciated with early history. One of these is old 
Cotton Gin Port on the east bank of Tombigbee 
river just below where Amory now stands. In 
Claiborne’s history, it is stated that this town and 
Natchez were begun in the same year. Natchez 
still stands. She was “planted by the water (the 
father of waters) and shall not be moved,” while 
Cotton Gin Port is but a memory. Dr. Evans 
wanted to visit this historic spot and some others 
equally historic. It was a great pleasure to have 
him do so as my guest. As the day wore on, we 
discussed many things that may have influenced 
us both in our youth and early manhood. 

On Sunday, November 26, in company with my 
two daughters and a distant relative whose great 
grandfather was my great grandfather too, I drove 
to Collierville, From that lovely old 
town we drove three miles south and just as we 
crossed the state line into Mississippi, we came 
onto the old plantation ‘home of four generations 
of my maternal ancestors. I visited this farm home 
when I was but six years old. What a glorious 

that Under some giant oaks that 
centuries old, even then, lay the ashes of 
generations of ancestors, while the same 
negroes who had been slaves on the estate, were 
They remained until “Marse Dave and 
Marse Jack,’ two brothers who owned the property 


Tennessee. 


month was. 
were 


four 


there. 


jointly, passed on. The estate was then sold to 
outsiders and subdivided into smaller farms. 
When we entered the estate it was over a state 
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highway that has been opened through it in recent 
years which divides the holdings of different 
owners (all of whom are aliens). An old negress 
informed me that the “big house” had been torn 
down years ago and a barn built of the lumber. 
Still there was much to remind me of tradition 
and the things that I remembered from childhood. 
I easily found the burial place of my ancestors, 
but I was told the tombstones might be found 
scattered about the fields where they had been 
used for weights for harrows and such like. The 
parties had so desecrated the graves, not even 
knowing or caring who lay buried there. Such is 
life and truly, time and death level all things. I 
am glad I went and I am glad my girls went too. 


Last night, December 5, the doctors of Monroe 
county met in Amory and organized a Monroe 
County Medical Society—this in compliance with 
the request of our great president and under the 
authority of our councilor. We had, almost, a full 


attendance. We confidently expect 100 per cent 
membership, | which is better than our present 
status. 


But in organizing this county society, we 
have no thought of abandoning the thirteen count- 
ies society. I told the boys last night that my 
dead body would have to be trodden under foot 
before this could happen. I love our old district 
society as dearly as I love our state society. This 
district society, I claim, is without a rival in all 
the South land. Should any one doubt that it is, 
let such a one come to Tupelo two weeks from 
yesterday-or come to any one of our quarterly 
meetings during next year. 


When this shall be read, the holidays will have 
passed and a new year will be with us. May you 
all live long and prosper is my hearty wish. 


G. S. Bryan, 


County Editor. 
Amory, 


December 6, 1933. 


NEWTON COUNTY 


Not pleasant to report from Newton County. I 
have been afflicted and in hospital and bed for 
more than half of the year; just now getting on 
my feet again. Not anything of interest in the 
way of medicine and surgery. When a man re- 
ports it should carry something that would be 
instructive to the reader, but to just show you that 
I have not lost any of my professional zeal or in- 
terest in my profession and colleagues I pen this 
note. 

S. A. Majure, 
County Editor. 
Hickory, 
December 4, 1933. 
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NEWTON COUNTY 


Dr. H. B. Gilmer has located at Hickory. We 
are glad to welcome him to our county. 

Dr. Dudley Stennis attended the meeting of the 
State Board of Health, Jackson, December 14. 

Next meeting of the East Mississippi Medical 
Society will be held at Meridian, December 21, at 
3 P. M. Good program and electiqn of officers. 

Project is under way to try to control breeding 
of mosquitoes in town of Newton and vicinity. 

Dr. Dudley Stennis of Newton has been advised 
that he was awarded a Commonwealth Fund 
scholarship and will begin work in Tulane Medical 
School, January 3. 

Mrs. S. Kemp, 

Newton, 
December 11, 1933. 


PONTOTOC COUNTY 


Northeast Mississippi Thirteen Counties Medical 
Society will meet in Tupelo, December 19, at 
which time officers for the ensuing year will be 
elected. We always have a large attendance at 
Tupelo as it is pretty centrally located. 

Mrs. E. A. Simmons and little daughter of Birm- 
ingham, Ala. spent Thanksgiving with their father 
and grandfather, Dr. R. P. Donaldson. 

We are sorry to announce the recent death of 
Mrs. T. A. Williams of Pontotoc, R. 4. Mrs. Wil- 
liams was the widow of the late Dr. T. A. Wil- 
liams, one of Pontotoc County’s leading physicians. 

Here’s hoping all a Merry Xmas and a pros- 
perous, happy New Year. 

R. P. Donaldson, 
County Editor. 
Pontotoc, 
December 7, 1933. 


SIMPSON COUNTY 


The hand of time has practically covered the 
face of 1933 and what we have done for mankind 
is history. Am just wondering if the communities 
in which we live feel that they have been bettered 
morally and physically by our works? We have 
all worked, and in the words of Paul “we have 
fought a good fight.” We have done it with but 
little remuneration and have smiled our way 
through it. The year of 1934 can be made better 
and I feel that it is our duty to go into it with a 
full determination to do our very best under any 
and all circumstances. We need to be paid for 
our services and should demand it wherever pos- 
sible, but we knew beforehand that the poor were 
with us, are with us and will always be with us. 
I’m sorry for the community that has in it a doctor 
that is working for money as his chief aim. Yes, 
and I’m sorry for a state that has in it five or six 


mn 
ous 
Jt 


charity hospitals and can’t finance them adequate- 
ly to give to the people what they are justly en- 
titled to. I believe the legislators are going to 
do something about it this next session. Maybe 
they will give us one good hospital or leave it to 
each county to look after its indigents. Too much 
money and politics are being spent for the good 
we are getting. 


Central Medical Society met on regular time, 
elected officers, had a paper on heart disease ably 
presented and well discussed, a good all round 
meeting, made everybody feel better and pay their 
dues. 

The mosquitoes must have ‘heard something of 
malaria control in this section as we have had 
very little to contend with in the past three weeks. 
If you want to forget all your troubles, get up a 
jolly good crowd of men, a good pack of deer dogs 
and go hunting; nothing so exciting as for a big 
buck to almost run over you. Mims Mitchell, our 
efficient funeral director and myself have just 
gotten off of a fine hunt. Bagged four deer. 

E. L.Walker, 
County Editor. 
Magee, 
December 10, 1933. 


TISHOMINGO COUNTY 


Dr. and Mrs. A. H. Montgomery of Burnside 
spent two or three weeks in Memphis lately where 
Mrs. Montgomery underwent a very serious opera- 
tion, but is back home again. 

The better prices of cotton, etc., here don’t seem 
to be putting much money into the doctor’s pockets 
some way or other. The government ties up their 
accounts, the merchant makes himself safe, but 
the doctor has no strings that hold when collec- 
tion time comes. 

The vice-president for Tishomingo county has 
called a meeting of the M. D.’s to organize a county 
group as the delegate to the State Association is 
to be selected by our group of doctors this year. 

Dr. and Mrs. T. P. Haney, Sr., accompanied by 
their daughter Mrs. Stephens and children, visited 
in the home of L. O. Bishop Thanksgiving at 
Bishop, Ala. 

Dr. and Mrs. K. F. McRae of Belmont made a 
business trip to Red Bay, Ala., on last Monday. 

Miss Liela Clements did some very efficient work 
in mouth hygiene in Tishomingo County. Her pro- 
gram is fine and teaches a splendid lesson in a 
very short, pointed lecture and demonstrates her 
work so well. 

T. P. Hanry, Sr., 
County Editor. 
Iuka, 
December 8, 1933. 





516 


WARREN COUNTY 


“On to Richmond!” was the exultant cry of many 
of the grandsons and granddaughters, descendants 
of that other generation who attacked and who 
defended Richmond, attacked and defended with 2 
patriotism and heroism born only of citizens of a 
land where individual liberty has been cradled and 
nutured. But the cry this time was not from a solid 
phalanx of blue or gray in battle array, but from 
the doctors and doctors’ wives of “Dixie” who 
were coming to Richmond not to “learn war” but to 
attend the Southern Medical Association and the 
Southern Branch of the American Public Health 
Association, that they might learn more of that 
science and practice more correctly that art that 
has brought the greatest blessings to mankind 
whether in war or in peace. The Rappahannock 
flows on in its winding course, whispering gently 
of peace. The Shenandoah holds in its marvelous 
valley nature’s richest contributions to awe inspir- 
ing grandeur, that creates in the heart and mind 
of thoughtful man a desire for peace; in those his- 
toric places there yet dwells the omnipresent spirit 
of Lee, Jackson, Jeb Stuart, and the unnamed and 
unknown soldiers who we opine from their sacred 
abode, Sans Souci, look with benefience upon this 
gathering of their children for the promotion of a 
service that prolongs and enriches life, that abates 
and eradicates disease, that alleviates and subdues 
suffering, that safeguards the coming of new life 
and sympathetically and tenderly sustains the old 
in its inevitable going. It is with sorrow akin to 
pain that possesses your editor when he realizes 
that he cannot be one among that happy throng 
in its annual convocation. Old Man Depression “has 
done us wrong”. 

At the November staff meeting of the Vicksburg 
Hospital, D. W. N. Jenkins, Port Gibson, was an 
invited guest and guest speaker. He discussed “Ob- 
stetrical Complications” with a case report. 

You ask your correspondent why Dr. D. A. Pet- 
tit wears such a broad smile and bears himself in 
truly superb grace and manners. Sure, for his 
daughter was awarded the distinction of being one 
of the most beautiful girls in her section of the 
Carr Central High School. But no one is mistaking 
the identity of the gracious handiwork of Mrs. Pet- 
tit. 

Dr. Stafford of Newellton, Louisiana, was a vis- 
itor in our city early in November, and while here 
he attended the staff meeting of the Vicksburg 
Hospital. 

What is Vicksburg’s undoubted loss is Shreve- 
port’s undoubted gain in the departure from our 
city of Dr. Walter Johnston, to locate in Shreve- 
port, Louisiana. Walter, as we know and greet him, 
is the son of Dr. Sidney Johnston and grandson, 
on maternal side, of Dr. H. H. Haralson. He comes 
from a line of forebears of no mean medical and 
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surgical ability. Dr. Walter is a graduate of Van- 
derbilt University, class of 1931. He served an in- 
ternship of one year in the Vicksburg Sanitarium, 
another internship in the U. S. Marine Hospital, 
Chelsea, Mass. We bespeak for him many friends 
and eventually success in his chosen profession an: 
location. 


Low visibility may have marked the path of 
egress of an automobile leaving Vicksburg in the 
early morning hours of November 11, 1933, but in 
due time it rolls along the nation’s highway No. 
11, in superlative poise and keeping, unmindful and 
unconscious of the effulgent halo of its own 
making, as it joins the innumerable caravan of 
autos that wind their steadfast course to Richmond 
and the S. M. A. This auto journey was of inter- 
est and significance in more than one way; the 
car, the passengers, the destination. This patrio- 
tic car bore the invisible insignia of the Govern- 
ment, N. R. A., which when translated into its 
more applicable setting would read—“No Rowdies 
Aboard.” The passengers were our venerable, like- 
able, and most highly esteemed Dr. J. A. K. 
Birchett, Sr., and his good and adorable wife. The 
chauffeur was none other than our debonair Dr. 
Lawrence J. Clark, esprit de corps, who was under 
the guidance and watchful eye of his better three- 
fourths, the vigilant and inimitable Press and 
Publicity Chairman of the Woman’s Auxiliary to 
the Issaquena-Sharkey-Warren Counties Medical 
Society, who inevitable gets the “scoop” on all 
the news and each month leaves ye county editor 
with nothing to report. The destination was Rich- 
mond and the S. M. A., other than Dr. J. A. K. 
Birchett, Sr., who, not unlike the Bavarian “Stu- 
dent Prince” returning to “Old Heidleburg’’, our 
beloved doctor after forty-five years’ absence be- 
comes the “Student Prince” from Vicksburg re- 
turning to “Old Petersburg, Virginia,’ the Heidle- 
burg of his young manhood’s collegiate experiences 
and the Mecca of his mature recollections and 
dreams. 


No, it is certainly a mistake, a report not to 
be given any credence whatever. Dr. George 
Street, one of our sauve and reputable surgeons, 
has not accepted the Homeopathic teachings, 
“simila similibus, curantur,”’ like is cured by like, 
he does not believe that it necessarily ‘takes a 
thief to catch a thief,” or a ‘‘quack to snare a 
quack,” he just went out duck hunting because he 
is fond of the sport. 

A marriage of unusual interest was solemnized 
by the Reverend Baley H. Lovelace, at Clinton, No- 
vember 25, 1933, when Dr. Richard A. Street, Jr., 
of Vicksburg, took for his bride the lovely and ac- 
complished Miss Catherine Noble, of Fayette. Miss 
Noble is the daughter of Mr. and Mrs. John W. 
Noble, of Fayette. She attended Gulf Park College 
on the Mississippi Coast, and National Park Semin- 
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ary, Washington, D. C., in pursuit of her literary 
attainments. Dick obtained his B. S. degree at 
the University of Mississippi and graduated in 
medicine at Columbia University, N. Y. We are 
advised that after a further pursuit of studies in 
Chicago, Dr. Street and his bride will return to 
Vicksburg to make this city their future home. 
Best wishes from the numerous friends follow this 
young couple. 

Dr. S. S. Kaufman, one of Vicksburg’s ambitious 
and capable sons, leaves with her good wishes, to 
locate at Eden, to practice his chosen profession. 
Dr. Kaufman took his first two years of medicine 
at the University of Mississippi, and received his 
degree of Doctor of Medicine from the University 
of Chicago. He served an internship in Charity 
Hospital, New Orleans, and completed the full in- 
ternship requirements of the Mississippi State 
Charity Hospital. He goes to his life work well 
prepared for rendering a worthwhile service. 

Dr. Jack Birchett, Jr., has indirectly advised 
your editor that he would like for the “cockeyed” 
world to know that he goes places and does things 
other than training as a sparring partner for pros- 
pective bridegrooms. You know, Jack, last month 
met with the American College of Surgeons and 
attended the Inter-State Post-Graduate Assembly 
at Cleveland, Ohio, and ye editor in his last com- 
munication failed to chronicle either of 
newsy events. Accept our ‘Repologies,” 
“we'll tell ’em” hereafter. 


these 
Jack, 


Dr. H. T. Ims, 
County Editor. 
Vicksburg, 
December 6, 1933. 


WASHINGTON COUNTY 


Dr. S. L. Lane, Hollandale, and several friends 
enjoyed a goose hunt November 20 and 21. 


Dr. and Mrs. K. L. Witte, Leland, attended the 
Indianola-Greenville football game at Greenville, 
November 3. 

Drs. E. T. White and J. F. Lucas, Greenville, at- 
tended the Leland-Clarksdale football game at Le- 
land, November 3. 

Dr. P. G. Gamble, Greenville, spent several days 
this past month on his farm in Arkansas. 

Dr. and Mrs. S. L. Lane, Hollandale, attended the 
Centenary-University of Mississippi football game 
in Jackson. They also visited Dr. and Mrs. Berry 
Reese in Yazoo City. 

Dr. and Mrs. Paul Gamble and children, Mary 
and Paul, Greenville, spent Thanksgiving week in 
Nashville, Tenn., visiting relatives. They also at- 
tended the Alabama-Vanderbilt football game 
Thanksgiving. . 

Dr. A. J. Ware, Greenville, has announced for 
councilman at large for the City of Greenville. The 
election will be held on December 11. All of Dr. 
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Ware’s friends hope an overwhelming victory for 
him. 

Dr. and Mrs. D. C. Montgomery, Greenville, en- 
tertained most elaborately Thanksgiving week the 
house guests of Mr. and Mrs. Will Atterbury of 
Estill. The house guests included Mr. and Mrs. 
Jim Rayner, Mr. and Mrs. Fritz Scharf, Mr. and 
Mrs. John Bullington, and Mr. and Mrs. R. Walker, 
all of Memphis, Tenn. 

Dr. J. C. Pegues, Greenville, made a special trip 
to Memphis to see “Green Pastures,’ the show 
that had such a long run in New York and is now 
making all the large cities of the South. 

Dr. L. C. Davis, Greenville, has been elected 
president of the Greenville Kiwanis Club for the 
next year. 

Dr. and Mrs. F. M. Acree, Greenville, have had 
as their house guests this past month Mr. and Mrs. 
Morris Folks and Mr. Lester Acree of Dover, Tenn. 
A goose hunt was enjoyed by Dr. Acree, his brother, 
Mr. Acree, and Mr. Folks. 

Dr. E. T. White, Greenville, visited his mother 
in Merigold several Sundays ago. 

Dr. and Mrs. T. B. Lewis, Greenville, had a most 
enjoyable time this past month visiting relatives 
in Jackson and Columbus. 

John G. Archer, 
County Editor. 
Greenville, 
December 6, 1933. 


WINSTON COUNTY 





Dr. L. T. Parks, Fearn Springs, took over a bank- 
rupt stock of goods and store building in our city 
last week. We are not informed as to whether he 
will go in business or not. 

Drs. W. W. Parks and E. L. Richardson went to 
the Southern Medical meeting last month. 

Dr. C. A. Kirk was selected as a member of the 
C. W. A. Committee in this county. He is thorough- 
ly capable to handle the place with credit to the 
county. 

Rodger Parks, son of Dr. W. W. Parks had the 
misfortune of getting his shoulder dislocated play- 
ing football a few days ago. 

We are persuaded to believe that the various 
complicated governmental conditions herald the ap- 
proach of prosperity again. 

M. L. Montgomery, 
County Editor. 
Louisville, 
December 8, 1933. 


YAZOO COUNTY 
Dr. and Mrs. B. C. Rush and children, Susie, 
Clarene and Benjamin of Vaughn, spent last week 
end on the coast visiting Dr. Rush’s father. 
Dr. J. B. Anderson, Yazoo City, made a business 
trip to Jackson last Tuesday. 
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The wedding of Dr. Gilruth Darrington, Yazoo 
City, to Miss Anne Dubussion Hogue, of Marion, 
Ala., on October 6, will be of interest to his many 
friends. Dr. and Mrs. Darrington have been the 
recipient of a great many social affairs given in 


their honor since returning from their honeymoon. 


Dr. and Mrs. J. T. Rainer were among those who 
attended the American Legion Convention in Chi- 


cago. 


Dr. Hugh L. McCalip, our efficient health offi- 
cer, has been the busiest man of our profession in 
this section of the country. He reports he has 
several cases of scarlet fever and diphtheria in dif- 


ferent sections of the country. 


Dr. and Mrs. S. H. Woods are expecting to re- 
turn to their former home, Benton, the latter part 
of this month. Dr. Woods has been connected with 
the government service for the past three years 
in Central America. Their many friends will be 
glad to welcome them back to the states. 


Dr. John Darrington, Yazoo City, seems to be 
having trouble keeping his hounds together during 


the fox season. 


I notice Dr. C. W. Bonney, Satartia, makes fre- 
quent visits to Yazoo City, since he is one of the 
profession in our section who is able to drive a new 
car. 

Am glad to report that I am improving after a 


short stay in Jackson Infirmary where I had a 
tonsillectomy done. 
H. E. Frizel!, 
County Editor. 
Vaughan, 


December 7, 1933. 
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MRS. DAN J. WILLIAMS 
Gulfport, Miss. 


AN EXPLANATION! 


When the first sketch of our history went to 
press we sent a mat for the printing of Mrs. Wil- 
liams’ picture, but as it is impossible to use a 
newspaper mat in the Journal, it could not be 
used, and we did not have time to have a new cut 
made before the article the should have accomp- 
anied, was published. We have now obtained the 
proper cut to place in our records, for no record 
of auxiliary work would be complete without the 
picture of Mrs. Williams, the organizer and guiding 
hand through the years of the auxiliary work. 

Mrs. Frank L. Van Alstine. 


A MESSAGE FROM YOUR PRESIDENT 


HAPPY NEW YEAR! I take this opportunity 
to send New Year greetings to all Auxiliary mem- 
bers and to wish for each one a year full of joy, 
happiness, health and friendship. 

At this time several auxiliaries will be changing 
officers, and to all retiringeofficers I wish to ex- 
press my thanks and appreciation for the co-opera- 
tion and friendship they have shown me and each 
other during their terms of office, and wish for 
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the ones assuming their new duties an even larger 
sense of fellowship during the coming year. For 
in such ways fellowship grows. 


Our annual meeting is not far off and I would 
like for each auxiliary to take stock of what they 
have done and see if they have accomplished their 
program they set for themselves. 

The one state project was the talks to schools 
on the prevention of tuberculosis and the work of 
the Preventorium. If you have not yet arranged 
for this, please do so at once and let us see if we 
can have each auxiliary reporting at least one such 
talk. 


I have found the superintendents and teachers 
glad to have such talks and the doctors more than 
willing to give them, so it all depends on a little 
effort on the part of the auxiliary. 


May I again call your attention to the importance 
of increasing our membership in the organized 
auxiliaries where it is at all possible, for only 
through an informed membership can we be able 
to do our part in the changing economic situation 
that faces the medical profession. 

Mrs. Frank L. Van Alstine. 
Jackson, 
December 10, 1933. 


We are not publishing any of the history notes 
this month, there is a nice lot of news, and we 
wish there were more, but will continue it next 
month. 

Do you read the pages in the American Medi- 
cal Association Bulletin which have been given 
over to the Woman’s Auxiliary? 


Do not fail to look up the October issue of the 
Bulletin and enjoy the greeting from your National 
President, Mrs. James Blake, of Minnesota. You 
will also find the first of the regular monthly let- 
ters that will be written by your national press 
and publicity chairman, Mrs. Robert E. Fitzgerald, 
of Wisconsin. Her letters are filled with valuable 
information about the activities of the national 
auxiliary, and through her efforts you may become 
familiar with the various state auxiliaries, and how 
they manage their affairs. 


Permit me to recall to your mind the old saying, 
“You can lead a horse to water, but you cannot 
make him drink.” Now, your press and publicity 
chairman writes these instructive and interesting 
articles for you every month and they are pub- 
lished in the Bulletin. DO YOU READ THEM? 
If you really desire to be well informed on the ac- 
tivities of YOUR auxiliary, read these articles 
which Mrs. Fitzgerald takes the trouble and time 
(and what a great deal of precious time it does 
take!) to write for your benefit. 


Ask your doctor to bring the Bulletin home to 
you, and if he says he does not receive it, ask him 


tn 
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to please make it possible for you to have it, as 
you really need it to be a loyal member of your 
auxiliary. 


WOMAN’S AUXILIARY TO THE HARRISON- 
STONE-HANCOCK COUNTIES MEDICAL 
SOCIETY 


On Wednesday, December 6, the Woman’s Aux- 
iliary to the MHarrison-Stone-Hancock Counties 
Medical Society held its annual election of officers, 
at the home of Mrs. Dan. J. Williams. The business 
meeting was preceded by a bridge luncheon, with 
Mrs. W. A. Dearman, Mrs. Elmer Gay and Dr. 
Emma Gay assisting Mrs. Williams. 

Officers elected were: Mrs. Dan J. Williams, 
president; Mrs. Elmer Gay, president-elect; Mrs. 
W. E. Manney, secretary-treasurer; Dr. Emma Gay, 
vice-president for Harrison county; Mrs. John 
Laird, parliamentarian; Mrs. C. A. Sheely, his- 
torian, and Mrs. Cummings McCall, publicity chair- 
man. 

Mrs. Henry Boswell, president-elect of the 
Woman’s Auxiliary to the Mississippi State Medi- 
cal Association, addressed the auxiliary on the 
subject of the Preventorium, which is located on 
the grounds of the Sanatorium. Mrs. Boswell ex- 
plained the plans of the state auxiliary for an 
essay contest in the seventh and eighth grades of 
the public schools of the state on the preventorium 
work as an educational move in health. At the 
close of her address Mrs. Boswell was presented 
with a gift from the auxiliary of whom she was a 
guest, Mrs. Williams making the presentation. 


Those present at the meeting were: Mrs. Henry 
Boswell, Sanatorium, Mrs. C. Floyd Haviland of 
New York, Mrs. N. W. Lake, Mrs. A. L. Jagoe, Dr. 
Emma Gay, Mrs. A. R. Robertson, Mrs. B. G. Linder, 
Mrs. C. A. Sheely, Mrs. Clifton Culpepper of Hono- 
hulu, Mrs. R. F. Wafer, Mrs. C. G. Beckett, Mrs. 
J. C. Huggins, Mrs. W. S. Dearman, Mrs. John 
Laird, Mrs. Cummings McCall, Mrs. W. E. Manney, 
Mrs. D. G. Rafferty, Mrs. C. H. Denser, Mrs. Geo. 
M. Melvin, Mrs. Elmer Gay, Mrs. Dan. J. Williams, 
Mrs. R. H. Foster, and Mrs. Mary S. Murphy. 

Mrs. Dan J. Williams, 
Gulfport, 
December 8, 1933. 


GULFPORT 


President-elect of the Mississippi State Medical 
Association, Dr. E. C. Parker, and Mrs. Parker 
were in Jackson, Tuesday evening, December 5. 
Dr. Parker read a paper before the Central Medi- 
cal Society. On December 12, they go to Brook- 
haven to attend the Tri-County Medical Society as 
honor guests, leaving in the afternoon for Vicks- 
burg, when the annual election of officers of the 








520 


Issaquena-Sharkey-Warren Counties 
ciety, will follow a banquet. 

Mrs. Henry Boswell, president-elect of the Wo- 
man’s Auxiliary to the Mississippi State Medical 
Association was the house guest of Dr. and Mrs. 
Dan J. Williams and honor guest at the annual 
meeting of the local auxiliary. Mrs. Boswell has 
many friends and admirers on the coast. 

Dr. W. A. Dearman of Gulfport attended the meet- 
ing of the State Board of Health at Jackson on 
Tuesday, December 7. Dr. Dearman is on the State 
Board from this district. (This is not strictly aux- 
iliary news, but—well, let it go this time.) 

Mrs, Clifton Culpepper of Honolulu, a daughter- 
in-law of the late Dr. S. E. Culpepper of Wiggins, 
is visiting her parents, Mr. and Mrs. N. P. Nason 
of Gulfport. Her husband, Dr. Clifton Culpepper, 
is practicing medicine in Honolulu. 

Mrs. Dan J. Williams. 


Medical So- 


Gulfport, 
December 8, 1933. 


NEWS OF JACKSON 


Among those attending the Southern Medical As- 
sociation meeting in Richmond, Va., were Dr. and 
Mrs. H. C. Ricks; Dr. and Mrs. George E. Riley; 
Dr. Underwood; Dr. and Mrs. Noel Womack; Dr. 
and Mrs Harvey F. Garrison; the latter enjoyed 
a trip to New York, Washington, and Baltimore. 

Miss Amee Shands has returned from Colorado 
where she spent several months with her family. 

Dr. and Mrs. John C. Walker have announced 
the engagement and approaching marriage of their 
daughter Juanita, to Mr. Clarence Reynolds, of 
Louisville, Kentucky. 

Plans are going forward for the Christmas Party 
to which members of the auxiliary are inviting 
their husbands. 

Mrs. Harley R. Shands has returned to Jackson 
for the holidays. 

WOMAN’S AUXILIARY TO THE 

MISSISSIPPI MEDICAL SOCIETY 


THE SOUTH 


The second meeting of the Woman’s Auxiliary 
to the South Mississippi Medical Society, since it’s 
organization in May, was held in June at Hatties- 
burg, the regular time of meeting being quarterly 
when the doctors meet, was attended by most of 
the enrolled members. A splendid program on ac- 
tivities of the various state auxiliaries was pre- 
pared by Mrs. L. L. Polk, Purvis. Mississippi re- 
port was given by Mrs. Mable Mason, Lumberton, 
on the Preventorium at McGee, and its founder, 
Dr. Henry Boswell. A most enjoyable social hour 
followed the program, after which the members 
attended dinner with their husbands. Special 
honor guest at the auxiliary meeting was Mrs. E. 
C. Parker, Gulfport, state treasurer of the aux- 
iliary. 
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The next meeting will be held in Hattiesburg, 
December 14, Forrest Hotel. 
December 4, 1933. 
Hattiesburg. 


THE WOMAN’S AUXILIARY TO THE HOMO- 
CHITTO VALLEY MEDICAL SOCIETY 


The Woman’s Auxiliary to the Homochitto Val- 
ley Medical Society held the last meeting of the 
year in Natchez, October 14, 1933. Natchez was 
hostess for the Auxiliary, entertaining at Duncan 
Park, where a bountiful lunch was served. After 
which the meeting was called to order by the 
president, Mrs. C. E. Mullins. We had as our 
guest Mrs. Henry Boswell, Sanatorium, who gave 
an inspiring talk on the Preventorium. Mrs. Walker 
of Magee accompanied Mrs. Boswell. Special music 
was rendered by Mrs. Enochs and Mrs. Kidd of 
Natchez. 


Officers for the new year were elected as fol- 
lows: President, Mrs. E. E. Benoist, Natchez; 
President-elect, Mrs. M. Beekman, Natchez; First 
Vice-President, Mrs. R. Smith, Natchez; Secretary- 
Treasurer, Mrs. C. E. Mullins, Bude. 

The next meeting will be held in Natchez, in 
January. 

Mrs. C. E. Mullins, 
Secretary-Treasurer. 
Bude, 
December 5, 1933. 


WOMAN’S AUXILIARY TO THE ISSAQUENA- 
SHARKEY-WARREN COUNTIES MEDICAL 
SOCIETY 


The November meeting of the Woman’s Auxiliary 
to the Issaquena-Sharkey-Warren Counties Medical 
Society was held in the Monroe Room of the Hotel 
Vicksburg. 

Mrs. Preston Herring was hostess for this lovely 
meeting. A delicious luncheon was served to a 
large number of interested members. After a short 
business session presided over by the President, 
Mrs. Sydney W. Johnston, the meeting was then 
turned over to the leader for the day, Mrs. Hugh 
H. Johnston. The members enjoyed an interest- 
ing program carefully planned for Thanksgiving 
time. Mrs. H. H. Haralson, Vice-President of the 
Anti-Tuberculosis Association, made a_ splendid 
talk on the merits of that association and its work 
in Warren county. 


Plans were made and discussed for the annual 
sale of the tuberculosis seals, beginning Thanksgiv- 
ing day. Miss Zita O’Leary was appointed chair- 
man of the seal sales. The doctor’s wives promised 
to help with the work of getting out the fifteen 
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The meeting then adjourned, until the annual 
hundred letters that were to be sent. 
election of officers to be held in December. 
Mrs. L. J. Clark. 
Press and Publicity Chairman. 
Vicksburg. 
December 13, 1933. 


WOMAN’S AUXILIARY TO THE ISSAQUENA- 
SHARKEY-WARREN COUNTIES MEDICAL 
SOCIETY 


The December meeting marked the close of an 
outstanding year of successful work for Mrs. 
Sydney W. Johnston, President of Auxiliary to the 
Issaquena-Sharkey-Warren Counties Medical So- 
ciety. This meeting at the close of the year is 
always a brilliant event for at that time the dis- 
tinguished out of town guest speakers for the 
Medical Society and the local officers are guests 
at our luncheon. The wives of the visiting doc- 
tors are always especially welcomed at the meet- 
ing. 

Mrs. J. S. Ewing served as hostess for this 
meeting, assisted by Mrs. F. M. Smith. Mrs. Sydney 
Johnston with appropriate remarks introduced the 
president of the local Medical society, Dr. Preston 
S. Herring. Dr. Leon S. Lippincott, local treasurer 
and secretary, the next speaker, and our very 
capable advisor, spoke of the good work our aux- 
iliary is doing and assured us of his heartiest co- 
operation. He then introduced the out of town 
guests, Dr. J. W. D. Dicks, Natchez, President of 
the State Medical Association, Dr. Oscar W. 
Bethea and Dr. Thomas Benton Sellers of New Or- 
leans, the latter two being connected with Tulane 
University. Each gave us a most interesting and 
inspiring talk. It was with the greatest respect 
and admiration that the doctors spoke of the ‘high 
place in life that a doctor’s wife occupies. 

After luncheon, the busy doctors were excused, 
and the ladies began their business session. Min- 
utes of the previous meeting were read and ap- 
proved. Reports given, and last the report from 
the chairman of the nominating committee, Mrs. 
B. B. Martin, who presented the following names, 
which were elected as they stood. 

President, Mrs. H. S. Goodman, Cary; President- 
Elect, Mrs. Laurence J. Clark, Vicksburg; First 
Vice-President, Mrs. D. A. Pettit, Vicksburg; Second 
Vice-President, Mrs. M. S. Few, Rolling Fork; 
Secretary, Mrs. W. H. Parsons, Vicksburg; Trea- 
surer, Mrs. H. H. Haralson, Vicksburg, Historian, 
Mrs. J. S. Ewing, Vicksburg; Parliamentarian, Mrs. 
Charles Edwards, Vicksburg. 

Mrs. Sydney Johnston presented the new presi- 
dent Mrs. H. S. Goodman, with the gavel, who with 
befitting remarks accepted the duties of office with 
determination and desire to carry on the work as 
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successfully during the coming year as it had, been 
carried on in the past. 

A rising vote of thanks was given to Mrs. John- 
ston for ‘her splendid work as President. 

Mrs. Lippincott then extended to all the ladies 
present, a cordial invitation to come to her home 
between the hours of 4 p. m. and 6 p. m. to meet 
our guest, Mrs. J. W. D. Dicks of Natchez. The 
meeting was then adjourned. 


Mrs. Sydney W. Johnston entertained Mrs. J. W. 
D. Dicks, Natchez, Mrs. E. C. Parker, Gulfport; Mrs. 
W. C. Pool, Cary; Mrs. H. S. Goodman, Cary; Mrs. 
Leon S. Lippincott, Mrs. B. B. Martin and Miss 
Grace Golden at a picture show party, which fol- 
lowed a banquet these ladies had attended in the 
early evening as guests of the Medical Society. 


Mrs. Leon S. Lippincott entertained at a tea in 
honor of her guest, Mrs. J. W. D. Dicks, Natchez. 
She was assisted by her mother, Mrs. Frances 
Holcomb. 





Dr. and Mrs. Edley Jones and Edley, Jr. spent 
Thanksgiving in Canton with Mrs..Jones’ mother, 
Mrs. Jiggetts. 





Mrs. W. H. Parsons and two young daughters 
spent a week in Jackson with her mother, Mrs. 
Sparks, while Dr. Parsons attended a medical 
meeting. 





Mrs. George Street and daughter, Polly, spent 
last week end in New Orleans. Dr. George Street 
and other daughter, Lois, spent that week end 
hunting on his plantation. 





Mrs. John Birchett, Mrs. Laurence Clark and 
Mrs. W. H. Parsons returned with glowing ac- 
counts of their trip to the Southern Medical Aux- 
iliary meeting in Richmond, Va. 





Mrs. Hugh H. Johnston, and little daughter, 
Martha Ann, and Mrs. Sydney W. Johnston motored 
to Shreveport to visit Dr. Walter E. Johnston who 
is located there. Miss Sydney Johnston returned 
with them after a most pleasant visit with her 
brother. 

Mrs. Laurence J. Clark. 
Press and Publicity Chairman. 
Vicksburg, 
December 13, 1933. 


HONOR ROLL 
The following have contributed to the Mississippi 
Section of our Journal this month: 
COUNTY EDITORS—Lucien S. Gaudet; W. C. 
Walker; L. L. Minor; L. B. Hudson; Wm. F. Hand; 
W. B. Dickins; G. S. Bryan; S. A. Majure; R. P. 
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Donaldson; E. L. Walker; T. P. Haney; F. M. 
Smith; John G. Archer; M. L. Montgomery; H. E. 
Frizell.—15. 
SOCIETIES—Delta Medical Society, E. R. 
Nobles; Clarksdale and Six Counties Society, T. 
M. Dye; Central Medical Society, D. W. Jones; 
East Mississippi Medical Society, T. L. Bennett; 
Harrison-Stone-Hancock Counties Medical Society, 
E. A. Trudeau; Issaquena-Sharkey-Warren Coun- 
ties Medical Society; Northeast Mississippi Medical 
Society, J. M. Acker, Jr.; Pike County Medical So- 
ciety, T. Paul Haney, Jr.; South Mississippi Medi- 
cal Society, J. P. Culpepper, Jr.; Tri-County Medi- 
cal Society, H. R. Fairfax.—10. 
HOSPITALS—Chamberlain-Rice Hospital, Ray- 
mond T. Smith; Clarksdale Hospital, V. B. Harri- 


BOOK 


Book Reviews 


son; Houston Hospital, Eva Collins; King’s 
Daughters’ Hospital, Greenville, John A. Beals; 
Mississippi Baptist Hospital, L. W. Long, H. D. 
Garrison, Jr.; Vicksburg Hospital, W. H. Parsons, 
W. P. Robert; Vicksburg Sanitarium, L. S. Lippin- 
cott, J. A. K. Birchett, Jr.—10. 

WOMAN’S AUXILIARY—Mrs. Leon S. Lippin- 
cott; Mrs. Frank L. Van Alstine; Mrs. Dan J. Wil- 
liams; Mrs. C. E. Mullins; Mrs. L. J. Clark. Notes 
from Jackson and the Auxiliary to the South Mis- 
sissippi Medical Society were unsigned.—7. 

OTHER CONTRIBUTORS—J. W. D. Dicks; W. 
H. Frizell; J. S. Ullman; Felix J. Underwood, 
Mrs. S. Kemp.—b. 

GRAND TOTAL—47. 

HAPPY NEW YEAR. 


THANK YOU. 


REVIEWS 





The Diseases of Infants and Children: By J. P. 
Crozer Griffith, M. D., Ph. D., and A. Graeme 
Mitchell, M. D. 3rd. ed. Philadelphia, W. B. 
Saunders Co. 1933. pp. 1155. Price $10.00. 


The third edition of this work, which in two pre- 
vious editions was published in two volumes, is 
now available in a single volume, in compliance 
with requests from many quarters. In fulfilling 
this demand, the authors have in no way sacrificed 
the thoroughness of tne previous edition. In re- 
vising the material, they state in their preface that 
every effort has been put forth to maintain the 
textbook as a reference for pediatric practitioners 
and writers, and at the same time to fit it for the 
needs of undergraduate students. 


Throughout its pages there is every evidence that 
the authors have constantly borne in mind the im- 
portance of discussing the various phases of dis- 
eases of infants and children so that the practi- 
tioner can obtain ail of the information necessary 
to understand the management of the ill child and 
the child’s illness. It reflects a combination of the 
extensive bedside experience of the elder author, 
and the scientific acumer as well as the clinical ob- 
servations of the younger author. 

The chapters devoted to nutrition leave nothing 
to be desired, and while the subject is presented in 
a simple style no one method of feeding or type of 
food is recommended to the exclusion of others 
which modern experience has taught us fulfil the 
nutritional requirements. The nutritional accesso- 
ries and recognized infant diet materials are ade- 
quately discussed and properly evaluated in keeping 
with our newer knowledge of nutrition. 

The anatomy, physioiogy, and hygiene of early 
life, as well as therapeutic measures indicated in 
the treatment of sick children, are discussed in a 
most practical style. The commoner diseases of 


childhood are fully discussed and our knowledge 
concerning them has been brought up to date, as 
evidented by an extensive bibliography of the 
more important contributions to pediatric litera- 
ture in recent years. ‘There are few diseases, how- 
ever, to which an infant or a child is heir, that are 
not included in this work. The text is supplement- 
ed and interpreted by numerous colored plates, 
photographs, and charts. Preventive pediatrics is 
stressed throughout the book. 


It has in every way fulfilled the expectations 
of pediatricians who have been waiting for it, and 
it is going to serve the dual purpose of a text-book 
for students and a reference work for practitioners. 
The expressed ambition of the authors to create 
such a work in a single volume has been achieved. 

Rosert A. Strone, M. D. 


The History and Epidemiology of Syphilis: By Wm. 
Allen Pusey, A. M., M. D., LL.D., Baltimore, 
Charles C. Thomas. 1933. pp. 113, 37 illustra- 
tions. 


Delivered in honor of Dr. Adolph Gehrmann, pio- 
neer epidemiologist and bacteriologist, these three 
lectures touch upon the high lights in the history 
and epidemiology of syphilis. 

Lecture I is a summary of the important events 
in the history of the disease. As a disease it is 
unique in that it made its first appearance with 
dramatic suddenness. The most Christian King 
Charles VIII in 1494 invaded Italy claiming the 
throne of Naples. Italy, weakened by luxury and 
internecine strife, rendered sparse resistance, so 
that Charles’ triumpha! march was one of debauch- 
ery rather than a serious military campaign. Dis- 
sipation and disease disrupted the troops and in 
cne year the conquering horde was dispelled by the 
high and mighty Dame Syphilis. It was verily a 
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triumph for the Queen of the Fountain of Love. 
They scattered all over Europe, disseminating in 
their wake a generous crop of pale spirochetes 
along the fair and fertile country sides. It was 
widespread in France in 1495, in Holland and 
Greece in 1496, in England and Scotland in 1497 
and in Hungary and Russia in 1499. There is a 
plethora of well authenticated reports of syphilis 
in Europe in and after 1494, but numerous writers 
who have sought to discover descriptions in pre- 
Columbian literature, have failed. Also the ab- 
sence of pathognomonic bone changes in excavated 
bodies has. been striking. On the other hand, 
there is an embarrassing amount of evidence in 
favor of the American origin of syphilis. First 
of all the date of its sudden appearance is impres- 
sive, but more important is the finding of certurics- 
old syphilitic bones in New Mexico, Tennessee, 
Ohio, Peru and the Argentine. Thus the disease, 
which the French call the Italian disease, and the 
Russians call the Polish disease, etc., should prob- 
ably be called the American disease. 


Lecture II deals with the less dramatic but more 
significant history vi the growth of the knowledge 
c{ syphilis. In 1498 Bartholomew Steber wrote a 
learned treatise on syphilis. There followed an 
enormous output of syphilographers which indi- 
cated, according to Garrison, not only activity in 
the study of syphilis, but also activity in the whole 
field of medicine. In 1530 Paracelsus suggested 
hereditary transmission, and later he prescribed 
mercury for treatment (1568). Fracastor, in his 
poem “Syphilis sive Morbus Gallicus,”’ published in 
Venice (1530) named his hero syphilis from cvs 
(swine) and ¢iros (lover). Although the chancre 
early was recognized as the initial lesion of syphilis 
and was separated from gonorrhea and chancroid, 
by the middle of the 16th century there was great 
confusion in differential diagnosis due to the in- 
correct teaching of Paracelsus who had called 
syphilis “French gonorrhea.” Morgagni made ex- 
tensive studies of morbid anatomy and described 
with amazing conclusiveness syphilis of all the in- 
ternal organs. Fallopio, Jean Fernel, Ambroise 
Paré, Valsa, Astruc, van Swieten, Boerhaave, Bal- 
four, Henjamin Bell and many another giant in 
medicine made important contributions to the un- 
derstanding of syphilis. Unfortunately, Hunter, 
who dominated the field in 1767, muddied the wa- 
ters, and forced his misconceived notions on count- 
less disciples. Gonorrhea and syphilis were one 
cisease, hereditary and extragenital transmission 
did not exist, claimed he. For more than 50 years 
his influence was felt until Ricord clarified the 
situation (1837) ance paved the way for the develop- 
ment of modern school of syphilology. 


Lecture III deals with the epidemiology of syph- 
iiis and in order are considered the reservoir of 
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infection, the infecting organism, the susceptible 
host and the means of transmission. 
MAURICE SULLIVAN, M. D. 





Textbook of Neuropathology: By Arthur Weil, M. 
D. Philadelphia. Lea & Febiger, 1933. pp. 
335. Price $5.00. 


This admirable textbook is presented in a very 
handy octavo size. It contains much more useful 
information than ‘ts size would indicate, as the 
subject material is presented in a very concise form 
for the student of neuropathology and neurologist 
alike. Nearly all of the photographs and micro- 
photographs are excellent, enhancing the value of 
the book. The various staining methods used on 
the tissue sections reproduced in microphotographic 
form have been thoughtfully included in the appen- 
dix. The book is heartily recommended to all who 
would approach this subject from the microscopic, 
chemical and physical viewpoints or who desire a 
rapid review of the essentials and recent advances 
of neuropathology. 

K. Hosor, M. D. 


International Clinics, September, 1933. 
1933. pp. 316. 


Lippincott, 


In the reviewer’s opinion; this volume is one of 
the best of the better books devoted to the review 
of medicine. The present volume maintains the 
high standard that characterizes its predecessors. 
A detailed review is inipossible in the small space 
allotted. Subjects of great value and importance 
are to be found. A symposium on the parathyroid, 
a splendid clinico-pathoiogical conference on jaun- 
dice and essays on infectious mononucleosis and 
agranulocytic angina are several of the features of 
the book. 

I. L. Rossrns, M. D. 





Report to the U. S. Government on Tuberculosis, 
with some Therapeutic and Prophylactic Sug- 
gestions: By £. Adolphus Knopf, M. D. New 
York City. National Tuberculosis Association, 
1933. pp. 59. 


A concise, detailed report of the International 
Congress devoted to Tuberculosis is the raison 
d'etre of this book. In it the author takes the 
privilege of airing some of the ideas to which he 
has devoted many years of study, principal among 
which is his diaphragmatic respiration. To those 
interested in medicine and particularly pulmonary 
tuberculosis, it wili prove of value since it gives 
the opinions of wor!d-famous authorities, including 
the author, on some of the recent important ad- 
vances in the study of the disease. 

I. L. Ropsrns, M. D. 
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Eehind the Doctor: By Logan Clendening, M. D. 
New York, Alfred A. Knopf. 1933. pp, 458, 148 


illustrations. Price $3.75. 


A popular presentation of such a subject as medi- 
cal history seems like an almost impossible task, 
yet Dr. Clendening has done just this. He has pre- 
sented the most important phases of medical his- 
tory from the dawn of time down to the present 
day and he has described the epoch-making contri- 
butions to medicine in 2 light, jovial and at times 
facetious manner. Although some might object to 
the handling of such a dignified subject as medical 
history in this light and airy way, nevertheless the 
subject matter as it is presented is certain to at- 
tract the general public and even for the doctor 
makes readable a branch of medicine which he 
might consider more or less as a chore to go over. 
The savant might criticize the style of presenta- 
tion but it is most certainly enjoyable and most de- 
cidedly intimate. Dr. Clendening’s arch comments 
on many of the revered features of the past are 
often most amusing. These comments may at 
times seem a little forced as if an effort was being 
made to interest and also just a bit too animated 
to ring entirely true. Despite these minor criti- 
cisms Clendening has brought out a book which is 
going to be successful and one which is thoroughly 
reliable. A medical historian of note and a student 
ef medical history who has the happy faculty of 
being able to write cannot do otherwise than bring 
out and publish a successful volume on his pet 
hobby. 


J. H. Musser, M. D. 


Manual of Urology: By R. M. Lecompte, M. D., F. 
A. C. S. Baltimore, William Wood & Co., 1935. 
pp. 317. Price, $4.00. 


A short and condensed manual of urology in 
which discussions, opinions, case reports, and per- 
sonal experiences are omitted with the object of 
saving the student or practitioner the necessity of 
assimilating matter which is not of basic impor- 
tance. Practically the entire urological field, exclu- 
sive of surgical technique, is covered in the short 
space of 272 pages. 


Since it is felt that the reading of discussions 
and personal experiences helps one to retain im- 
portant points in his mind, it is quite difficult to 
see how this manual, giving the bare fundamentals 
in briefest form, can be recommended for general 
usage. 

Cuas. D. Exntert, M. D. 


Book Reviews 


Recent Advances in Pathology: By Geoffrey Had- 
field, M. D., F. R. C. P., (London) and Lawrence 
P. Garrod, M. A., M. B., B. Ch. (Camb.) M. R. 
Cc. P. (Lond.). Philadelphia, P. Blakiston’s 
Son & Co., Inc., 1932. pp. 392. 

The title of this book, in the reviewer’s opinion, 
is somewhat misleading, inasmuch as some of the 
data dates back to 1905 and beyond. It is quite 
true, however, that the bulk of reviewed work cov- 
ers the past five to ten years. Perhaps a more ac- 
curate title would be “Modern views or concepts of 
pathology” in that the text deals with the modifi- 
eation of old views and adds much of: the experi- 
mental pathology that has been published in the 
last decade. 

In this connection, it must be realized that sub- 
sequent to the discovery of the fundamentals or 
basic principles of pathology but little remains to 
be added excepting the data produced through ex- 
perimental pathology including observations on 
cytology. 

The authors have set forth quite clearly the pres- 
ent day status of the pathology of most of the sys- 
tems and on the etiology of the neoplasia. The 
chapters on cardio-vascular lesions, on the kidneys 
and on the central systems are particularly good. 

The illustrations (67) are reasonably good and 
as a whole demonstrate the tissue changes satisfac- 
torily. 

The information contained herein forms a use- 
ful reference book for the progressive clinician. 
From the standpoint of the pathologist however, 
it represents to a large extent standard informa- 
tion long since published in our journals and re- 
ferred to in our texts. 

WILLIAM H. Harris, M. D. 


PUBLICATIONS RECEIVED 


The Macmillan Company, New York: Diet and 
Personality, by L. Jean Bogert, Ph. D. Hygiene of 
the Mind, by Baron Ernest Von Feuchtersleben, 


translated from the German by F. C. Sumner, 
Ph. D. 


J. B. Lippincott Company, Philadelphia: Interna- 
tional Clinics, by Louis Hamman, M. D. Volume IV. 

Eugenics Publishing Company, Inc., New York: 
The Pregnant Woman, by Porter Brown, M. D. 

Doubleday, Doran & Company, Inc., New York: 
Red Medicine, by Sir Arthur Newsholme, K. C. B., 
M. D., and John Adams Kingsbury, LL.D. 


American Medical Association, Chicago: Quar- 
terly Cumulative Index Medicus, by Morris Fish- 
bein, M. D., Majorie Hutchins Moore, and Magda- 
lene Freyder. 


Charles C. Thomas, Springfield: Benign Tumors 
in the Third Ventricle of the Brain: Diagnosis and 
Treatment, by Walter E. Dandy, M. D. 





